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Abstract 
 
Aim: In recent years, research has concluded that social anxiety plays a key role in quality of life. The overall aim of this research was to evaluate social anxiety in adolescents with respect to determining how social anxiety affects quality of life.  
Method: This study was a cross-sectional study. A pilot study was conducted to 
cross-culturally adapt all scales by the recommended translated and back-translated 
method. The correlations of socio-demographic parameters with the SAS-A scores were 
examined. Data from a sample of 564 students (273 boys 48.4%, 291 girls 51.6%) were 
analysed. Adolescents from Saudi Arabia and the United Kingdom were screened and 
compared. Confirmatory factor analysis was utilised to build the proposed model based 
on prior research and theoretical findings. 
Finding: No significant sex difference in the SAS-A total score, fear of negative 
evaluation and social avoidance were found. Comparing the boys and girls on SPIN 
scores, Fear, Avoidance and Authority Problems, the results showed that boys reported 
higher in SPIN total, fear and avoidance (except authority problem subscale score) than 
did girls. SAS-A scores were higher in those with a low socio-economic level. 
Moreover, social anxiety symptoms among Saudi adolescents were more severe in boys. 
Results showed that adolescents without social anxiety scored higher on quality of life 
and its subscales than adolescents with social anxiety as measured by ASA-A. No 
significant difference was found in psychical health. Adolescents without social anxiety 
scored higher on quality of life and its subscales than adolescents with social anxiety as 
IV 
 
measured by SIAS. Adolescents without social anxiety scored on Positive Individualism 
more than adolescents with social anxiety. No significant difference was found in 
Positive Relatedness.  
In the cross-cultural study, the results showed no significant difference on SIAS 
scores for Saudi adolescents and British adolescents. However, a marginally significant 
differences was found on BAI scores, where Saudi adolescents reported higher level of 
anxiety than British adolescents. The British sample reported higher on the fear of 
negative evaluation than the Saudi sample. 
Structural equation modelling (SEM) was utilised to test hypotheses on the links 
between scores on the study scales. The findings indicate that the overall fit of the SAS-
A model was acceptable. Direct effects between the study variables and significant 
positive correlation between cognitive factors and social anxiety were found. Mediation 
effects of SAS-A and SPIN were investigated by reporting direct effects, indirect effects 
and total effects. Results indicte that social anxiety significantly mediated the 
relationships between subjective anxiety, positive individualism, and cognitive and 
environmental health.  
Conclusion: It is therefore imperative that socially anxious students be provided 
with appropriate consultations and treatment so that they can improve their quality of 
life through integrating better with social institutions. If untreated, the impairment 
caused by social phobia could lead to poor academic and professional outcomes, as well 
as poor psychosocial outcomes.  
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CHAPTER ONE 
1 INTRODUCTION 
1.1 Overview 
This chapter introduces the study, highlighting the research problem, the 
objectives, scope and assumptions.  
Social anxiety disorder is one of the diagnostic categories included in the 
American Psychiatric Association’s (APA) Diagnostic and Statistical Manual of Mental 
Disorders (DSM). Social anxiety disorder has only been officially recognised since 
1980, and the problem was not adequately explained until the DSM-III-R (APA, 1987). 
The DSM-IV-TR (APA, 2000) included social anxiety disorder (formerly, social phobia) 
in one of its diagnostic clusters, the first axis which incorporated clinical disorders, in 
contrast to the second axis which covered personality disorders and intellectual 
disabilities. No longer using the multi-axial system of diagnosis (formerly Axis I, Axis 
II, Axis III), the DSM-5 (APA, 2013, formerly known as DSM-V) lists all diagnostic 
criteria and codes in Section II. Anxiety disorders are one of the 17 clusters listed in 
Section II. The concept of social anxiety, the DSM diagnostic criteria used in clinical 
diagnosis, as well as related clinical models are reviewed in this chapter.  
The purpose of this introduction is to provide a general idea of the range of 
issues concerned with social anxiety, and in the process hypotheses for the study are 
developed. The literature on the cognitions and beliefs involved in social anxiety are 
reviewed, as well as that on experienced imagery. The literature comparing the 
phenomenology of social anxiety in two groups, namely children and adolescents, are 
reviewed. In addition, impairment and lifetime prevalence rates of social anxiety 
disorder are considered. In recent years, research has concluded that social anxiety plays 
a key role in quality of life. There is a high degree of comorbidity between social 
anxiety and other psychiatric disorders, including low self-esteem and clinical 
depression. Comorbidity in social anxiety is assessed to determine whether traditional 
models of social anxiety can explain its rates and implications.  
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1.2 Search Strategy  
A full literature search was conducted to explore the various areas of research on 
social anxiety. The following databases were used: such as Medline, Pub Med, 
PsychoINFO and Web of Science. For the diagnostic criteria, the two major manuals for 
diagnosis were used: DSM-IV-TR (APA, 2000) and the ICD-10 (WHO, 1992) referring 
respectively to the ‘text revision’ of the Diagnostic and Statistical Manual of Mental 
Disorders published by the American Psychiatric Association, and the 10th revision of 
the International Classification of Mental Health and Behavioural Diseases developed 
by the World Health Organization.  
1.3 Aim and Objectives  
The overall aim of this research was to evaluate social anxiety in adolescents 
with respect to determining how social anxiety affects quality of life. Cognitive and 
social interaction correlates of social anxiety were taken into consideration when 
analysing the data. Moreover, in a cross-cultural format, adolescents in an ‘Eastern’ and 
a ‘Western’ society were compared, the former assumed to hold more collectivist values 
and the latter assumed to hold more individualistic values. 
The aim of this research was approached through six objectives: 
1. To explore the reliability and validity of new, multi-dimensional scales for 
measuring social anxiety and its correlates in Arabic cultures which might have value in 
both diagnosis and research in Arab countries, such as Saudi Arabia.  
2. To analyse the cultural aspects of social anxiety by comparing adolescents 
from UK and Saudi Arabian populations. This will have potential clinical implications 
for both assessment and therapy in Saudi Arabia. 
3. To determine the prevalence of social anxiety among adolescents and its 
relation to quality of life. 
4. To evaluate possible links (causal or correlational) between social anxiety, its 
cognitive aspect and, quality of life, and cultural tendency (such as individualism vs. 
collectivism). 
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5. To determine sex differences in social anxiety and its cognitive and cultural 
correlates among adolescents in Saudi Arabia. 
6. To indicate age differences in social anxiety and its cognitive and cultural 
correlates among adolescents in Saudi Arabia. 
1.4 Social Anxiety Disorder 
Social anxiety (SA) is also known as social phobia (SP). In this study, social 
anxiety and social phobia are used interchangeably (APA, 1994). SA can be defined as 
an anxiety disorder in which a person has an excessive or unreasonable fear of being in 
social or performance situations (DSM-IV; DSM-III), in which the person is exposed to 
unfamiliar people or to possible scrutiny, judgement, criticism or rejection by others. 
The individual fears that he or she will act in a way that will be humiliating or 
embarrassing. 
The person endures certain social situations in extreme distress or may avoid 
them altogether, sometimes leading to experiencing panic attacks. The fear and 
avoidance must not be due to the physiological effects of substances or any other 
general medical condition such as panic disorders as part of one of the pervasive 
developmental disorders. Social phobia usually affects the individual’s normal routine, 
occupational (academic) functioning, or social activities or relationships.  
In addition, the DSM-IV states that the fear should be marked and persistent and 
involve one or more incidents. Previously in individuals below age 18 years, a diagnosis 
requires the duration of the symptoms to be at least six months. However, according to 
the DSM-5, the duration of at least six months now applies to everyone, not only to 
children.  
While the DSM definition of social anxiety is comprehensive and precise – the 
DSM-IV contains seven diagnostic criteria (A-G) – there are several potential problems 
with this definition. For example, the use of the term ‘panic attack’ in criterion B is the 
name of a separate anxiety disorder. This can lead to confusion and incorrect diagnosis; 
it is possible for people to have both panic disorder and social anxiety disorder, as 
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defined by the DSM-IV. In addition, more information is needed about the in-vivo (real 
life) processes contributing to social anxiety. Therefore, the aim of this study is to 
discuss and evaluate psychological models of social anxiety. 
1.4.1 Social fears 
Olledick and Hirshfel-Becker (2002) consider social fears to be an important 
facet of normal development. A study by Essau, Conradt, and Petermann (1999) of 
adolescents aged 12-17 found that almost 50% of the participants had a social fear. The 
most common fears in a school environment have been found to pertain to reading in a 
class or doing speech and drama performances (Kearney, 2005). In a clinical group, fear 
has been found to be a common reaction to public speaking and in school-related 
situations (Turner & Morris, 1999; Rao et al., 2007). Bernstein et al. (2007) found that 
anxiety was also related to a lack of social skills, learning and attention problems. As 
these skills vary with age, the level of fear may also vary with age in this age group. 
Social anxiety ranks as the third most common mental health disorder after 
depression and alcohol abuse (Furmark, 2002). At least one in every ten persons has at 
some time in their life been affected by social phobia, a phenomenon experienced in 
almost every culture studied. By adulthood, a large proportion of people acknowledge 
having experienced at least transient social anxiety on occasion, predominantly 
regarding public speaking or performing in front of others (Cox et al., 2003; Kessler, 
Stein & Berglund, 1998). 
1.5 Definitions, Classification and Diagnostic Criteria 
1.5.1 Definitions of social anxiety 
Social phobia was initially described as a fear of performance situations (DSM-
III, APA, 1980); it did not include fears of less formal situations such as casual 
conversations. In 1994, with the release of the DSM-IV, the term social anxiety disorder 
(SAD) replaced social phobia. Following convention, the terms social phobia and SAD 
are used interchangeably in this study to refer to SAD. Many scholars have attempted to 
define the term ‘social anxiety’. Wittchen and Beloch (1996) define social phobia as a 
 28 
 
“mental disorder” characterised by “chronic, impairing anxiety” and commonly 
occurring among all groups of people in society. Leary and Kowalski (1995) refer to 
social anxiety as the “stage fright of everyday life”. To them, people may suffer from 
anxiety because of the different social institutions they are related to and their social 
interactions.  
Social phobia (SP) is a devastating psychiatric condition which has concerned 
scholars and practitioners for the past three decades. Recognition of the condition has 
grown with the increase in epidemiological evidence and other related research. In the 
1980s, the APA defined social phobia as “a persistent fear of one or more situations (the 
socially phobic situations) in which the person is exposed to possible scrutiny by others, 
and fear that he or she may do something or act in any way that will be humiliating or 
embarrassing” (APA, 1987, p. 241). The situation is exacerbated by fear related to 
humiliation and embarrassment because of the individual’s level of anxiety. The anxiety 
comes from not being able to communicate with unfamiliar people, in a public speaking 
or other context (APA, 1994). The DSM-IV gives the following criteria for diagnosing 
SP: 
1) An obvious and tenacious fear of performance or social circumstances 
in which embarrassment may occur; 
2) Contact with the public or a performance situation almost invariably 
provokes an immediate anxiety response (APA, 2000). 
The most important difficulty for those who suffer from social phobia is fear, 
which is usually unreasonable and excessive (van Velzen, Emmelkamp & Scholing, 
2000), and, in some cases, debilitating (Stemberger, Turner, Beidel, & Calhoun, 1995). 
From this it may be inferred that the norm is to interact with others with the necessary 
social skills, but in those with SP, the thought that they are being regarded negatively 
prevents them from interacting with others, while their fear compels them to avoid those 
situations (Kashdan & Steger, 2006). Their inner psychological reactions trigger anxiety 
(Spector, Pecknold & Libman, 2003). As a result of not participating in social activities, 
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public speaking, conversations or meeting new people, these individuals may appear to 
be uninterested in social relations (Kashdan, 2002). 
Apart from this medical point of view, social phobia has been analysed by Leary 
and Kowalski (1995) from a psychological perspective. They established that people 
suffering from social anxiety tend to express their anxiety through nervousness, 
annoyance, uneasiness and a desire to flee, which makes it difficult to meet people of 
the other sex. They cannot handle the situation properly or manage the usual stresses of 
life. What is most devastating for them is that they do not feel comfortable among their 
fellow beings. 
Diagnosis of social phobia (SP) is difficult due to overlaps with other, related 
psychological disorders such as simple phobia and agoraphobia (Turner, Beidel et al., 
1989). As Nichols (1974, p. 301) observes, “The use of the term SP has grown and it is 
now commonly found to be in use as part of the everyday language of the clinic”. 
Similarly, Roth (1969) argues that social phobia is distinguishable from other phobias. 
According to both ICD-10 and DSM-IV, social phobia and agoraphobia are now treated 
as two different phobia conditions. Specialists around the world tend to rely on the 
criteria of the DSM-IV (APA, 2000) or the ICD-10 (WHO, 1993) for diagnosing SP.  
Some general similarities can be observed between the DSM-IV and ICD-10 
diagnostic criteria, with the crucial difference being agoraphobia and social phobia. The 
ICD-10 recommends that preference should be given to agoraphobia when it is difficult 
to differentiate between the two, whereas the DSM-IV distinguishes between these two 
conditions as follows: The social phobia diagnosis is preferred when fear is experienced 
in any social situation, whereas agoraphobia is diagnosed when the condition is related 
with the panic attack or becoming incapacitated in certain types of situations. 
The above two systems of classification describe the required features of social 
phobia, namely, being evaluated in social situations, including the perceived criticism- 
or humiliation-related fear and the motivation to avoid such situations. The above 
conditions can be described as generalised or diffuse if they are related to every social 
situation, and as non-generalised or discrete if they are based on only particular types of 
social or performance situations. 
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1.5.2 Prevalence 
With a reported prevalence of up to 16%, SP is now deemed as one of the most 
common anxiety disorders (van Ameringen et al., 2003). Researchers have assessed 12-
month prevalence rates in the range of 7-8% in the USA (Kessler et al. 1994; Kroenke, 
Spitzer, Williams, Monahan & Löwe, 2007) which is higher than previous studies have 
revealed (Davidson, Hughes, George & Blazer, 1993; Schneier, Johnson, Hornig, 
Liebowitz & Weissman, 1992). Following the DSM-IV criteria, it has been found that 
lifetime prevalence rates of social phobia are 4.9% in males and 9.5% in females, 
according to a US-based communication study among adolescents and young adults 
(Magee, Eaton, Wittchen, McGonagle & Kessler, 1996; Schneier et al., 1992; Wittchen, 
Stein & Kessler, 1999). To determine lifetime prevalence rates, numerous 
epidemiological studies have been conducted; these have found rates ranging from 2.4% 
to 16% in Western countries (Furmark, 2002; Mohammadi, Ghanizadeh, Mohammadi 
& Mesgarpour, 2006; Schneier et al., 1992). The ICD-10 has found a prevalence rate of 
2.8% in Australia, whereas the rate, following DSM-IV criteria, was found to be 2.3% 
(Seidman et al., 2002). Explanations for the variance in the rates cited above include 
measurement issues, definitional differences, and cultural differences.  
In recent years, SP has gained attention in research and clinical practice in 
relation to children and adolescents. According to DSM-III and DSM-III-R rates, about 
1% of children suffer from SP (Kashani & Orvaschel, 1990; McGee et al., 1990). 
Similar rates have been found using the DSM-IV criteria for social phobia among 
children in the USA (Kendall & Warman, 1996). Based on DSM-IV criteria, a lifetime 
rate of 16% has been found among adolescents in Germany (Essau, Conradt & 
Petermann, 2000). Nevertheless, there is a dearth of prevalence rates based on the DSM-
IV, with many studies on social phobia among children using the diagnostic criteria of 
previous version of the DSM (Velting & Albano, 2001). 
A Saudi Arabian study was conducted of out-patients at a clinic situated in 
Riyadh. Of more than a year in duration, it was found that 9.2% of all the psychiatric 
disorders diagnosed were classified as social phobia (Arafa et al., 1992). It has also been 
found that over 13% of the patients visiting psychiatric clinics in Saudi Arabia have the 
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condition of SP (Chaleby, 1987). Due to strict cultural norms, these samples are 
comprised largely of men, and little is known about the prevalence rates of SP in Saudi 
women. Researchers have examined cultural reasons for this research sample bias 
(Bassiony, 2005). First, because the Saudi workforce is comprised mainly of males, 
Saudi males tend to have more opportunity to interact in social situations.. Second, 
Saudi norms require that women are accompanied by a male relative. This restricts their 
access to facilities such as health services because women are required to explain their 
health-related problems and convince their male relatives of the necessity of visiting the 
health service; consequently it is more convenient for studies to access males only. In 
Saudi Arabian society, psychological consultation still carries a stigma, particularly for 
females whose privacy and confidentiality are not well protected, due to the requirement 
that they let their male relative(s) know about their issues. 
Within the Saudi context, some vital studies have been conducted on SP in 
children and young people, although less is known about the prevalence of SP in these 
populations. Phobic anxiety is the most frequent mental-health-related problem among 
Saudi adolescents, with a rate of around 17.3% (Mahfouz et al., 2009). Another study, 
of 545 Saudi female students, found a prevalence rate of 16.4% for phobic anxiety (Al 
Gelban, 2009). To date, no epidemiological studies have been conducted in Saudi 
Arabia or any other Arab country on SP among adolescents. The aim of the present 
study is to fill this gap in the research by considering the Saudi Arabian context.  
The prevalence rate of SAD in adult samples, based on DSM-III and DSM-IV 
criteria, varies between 3.9-13.1%, and SAD is one of the most common psychiatric 
disorder in adult samples (Furmark, 2002; Ruscio et al., 2007). Rantanen and Martunen 
(2009) stipulate that the prevalence rate in children and adolescents aged 6-17 is around 
1.6-5.6%. In a community sample of adolescents aged 13-18, SAD was the most 
common disorder found (Verhulst, Van der Ende, Ferdiannd, & Kasius, 1997). High 
rates of SAD were also found in participants aged 15-24 (Kessler et al., 1994; Magee et 
al., 2000). However, due to different methods used as well as cultural variation, 
prevalence figures for SAD should be interpreted cautiously, especially in non-clinical 
samples. SAD-related fears should be defined by giving more examples, particularly of 
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what constitutes interaction-related situations (Bögels et al., 2010). It follows that more 
research needs to be done on adults on SAD, with evidence from Swedish research 
revealing that there is an increased tendency to internalise symptoms such as anxiety 
and depression in almost all age groups (Serlachius & Ingvar, 2009; Sou, 2006). 
Because specific data on adolescents with SAD is lacking, while reports on mental 
health problems are increasing, it is important for epidemiological studies to address 
this lacuna and in effort to prevent psychiatric illnesses. The following section addresses 
the general prevalence of SAD by sex. The next section discusses the symptoms of 
social anxiety.  
1.6 Symptoms of Social Anxiety  
1.6.1 Beliefs  
According to Wells (1997), in individuals with social anxiety; emotion belief 
may play an important role in the process of developing and maintaining social anxiety. 
Usually these beliefs are about the person themselves, and the fear of being judged 
harshly or being rejected by others remains the greatest problem. Wells and Clark (1995) 
argue that these beliefs are connected, with individuals setting up rigid rules for social 
performance in an effort to prevent rejection. These efforts often result in a situational 
bias which confirms the person’s core beliefs as they make the person behave in a way 
that is odd, or set a standard that is impossible to achieve. Because of biased thinking, 
the person is more likely to recognise or pay attention to information that is concordant 
with failure instead of paying attention to the positive aspects related to success (Beck 
& Clark, 1997; Beck & Emery, 1985). These biases are likely to prevent the individual 
from behaving in alternative ways that could challenge their beliefs. Werner, Goldin, 
Ball, Heimberg, & Gross (2011) argue that individuals with social anxiety disorder 
struggle with expressing their emotional experiences. De Castella et al. (2014) point out 
that emotion belief may play important role in social anxiety. (De Castella et al., 2014, p. 
144) found that: 
SAD patients who believed they could not change or control their emotions 
reported higher levels of perceived stress and anxiety, higher levels of negative 
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affect, and lower levels of self-esteem. Even when controlling for social anxiety 
severity, patients differed in their beliefs about their emotions, and these beliefs 
explained unique variance on these measures 
According to cognitive theories of anxiety disorders, anxious individuals are 
characterised by maladaptive schemata for threat. Wenzel (2004) investigated schema 
content related to threat in a group of individuals with social phobia, compared to a non-
clinical (non-anxious) group. The participants were asked to generate scripts, or event-
based schemata, for two common scenarios, one social in nature, and one evaluative in 
nature. Wenzel hypothesised that the scripts of the socially phobic group should contain 
more references to perceived danger, unsuccessful coping, and/or indicators of anxiety 
and fear. This expectation generally was conﬁrmed. She found that participants in the 
social phobia group referred more often to events reﬂecting the experience of anxiety 
and their scripts reﬂected a more negative affective tone than those of the non-anxious 
participants. Wenzel (2004) concludes that the results indicate the underlying 
maladaptive schemas of people who have social phobias.  
The study was not however without limitations; it was unable to explore the 
schemas directly, and the author used her colleagues as assessors rather than a validated 
technique. Additionally, the sample sizes were small, which would have weakened 
statistical power in analysing differences between the two groups. The sample was 
relatively small, consisting of only 16 socially phobic participants and 17 non-anxious 
individuals. The socially phobic individuals were recruited both from the outpatient 
psychiatric clinic and via community advertisements, whereas the non-anxious 
individuals were recruited only via community advertisements. As a result, 69% of the 
sample was assigned the generalised subtype, while 31% was reported with more 
circumscribed on cognitive theories of anxiety and its treatment with a small sample. 
Wenzel (2004) notes that more stable estimates of the study groups’ schemata would be 
obtained by using bigger sample sizes. In addition, Wenzel observes that the 
participants were mainly Caucasian; by including different ethnic and cultural groups, 
researchers can generate information that is richer and more representative.  
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It has been proposed that socially phobic individuals, upon encountering social 
situations that they perceive as holding the potential for negative evaluation, become 
increasingly self-focused (Rapee & Heimberg, 1997; Clark & Wells, 1995), which 
interferes with information-processing (Woody, 1996), the ability to attend to the social 
task at hand, and disrupted performance, potentially eliciting negative responses from 
others (Rapee & Heimberg, 1997). Coles, Turk, Heimbur and Fresoc (2001) studied 
memory perspective and attributions in social situations of varying anxiety levels, based 
on 30 individuals diagnosed with social phobia compared to 24 individuals as controls 
who, when asked to recall memories of low, medium and high anxiety social situations, 
remained calm. They found that patients’ attributions for their performance became 
more internal, stable, and global as the anxiety level of the situation increased, while the 
attributions of control subjects showed the opposite pattern. It was concluded that, while 
those with social anxiety have negative self-schemas, this was only aggravated when 
situations that are anxiety-provoking were experienced. Other studies have also 
explored the issue of mental imagery as experienced in groups (e.g., Coles et al., 2001).  
1.6.2 Cognitions 
People with anxiety disorders typically have three different types of cognitions, 
namely, negative automatic thoughts; rapid negative thoughts (Beck, Emery & 
Greenberg, 1985); and worries and obsessions. Worry is defined as a chain of thoughts 
aimed at problem-solving that is usually accompanied by feelings of distress or anxiety. 
According to Beck, Emery and Greenberg (1985), worry should be seen as a 
predominantly verbal process compared to negative automatic thoughts. Other scholars 
such as Wells (1997) argue that in patients with anxiety disorders, worries can manifest 
as spontaneously occurring mental images in which patients ‘see’ their fears realised. In 
contrast, obsessions can be seen as urges or impulses because they last longer and at 
times occur as part of the individual’s thought processes. Wells (1997) also contends 
that negative automatic thoughts and worries are closely linked to the person’s thoughts, 
impulses, attitudes, and behaviour, that is, they are ego-syntonic. 
Watson and Friend (1969) identified other cognitions which are commonly 
experienced by people with social anxiety. They found that this group had a fear of 
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negative evaluation from others and, feeling compelled to present themselves in a more 
acceptable manner, the effort was often exaggerated. Accordingly, the authors 
developed the Fear of Negative Evaluation Scale, a 30-item questionnaire using ‘true or 
false’ format to indicate the presence of cognitions linked to social anxiety. Moreover, 
cognitions were often found in panic disorder and have been linked with social anxiety 
(Kristensen, Mortensen, & Mors, 2009). Later, Leary (1983) designed a shorter 12-item 
version, which is more commonly used to assess social anxiety individuals. 
1.6.3 Imagery  
Clark and Wells’s (1995) Cognitive Model of Social Phobia holds that 
individuals with social anxiety perceive themselves as social objects. Several studies 
have explored this proposition. Hackman, Surawy and Clark (1998) used semi-
structured interviews to explore the images that constantly appear during episodes of 
social anxiety by comparing the experiences of 30 individuals with social anxiety to 24 
non-clinical controls, matched for sex, age and education. Those with social anxiety 
reported frequencies of randomly appearing images that were significantly higher than 
those of the controls. In addition, the clinical group were found to have clearer images 
as compared to those of the control group (66.6% for the clinical group; 22% for the 
non-clinical group). They also found, using a t-test that the social phobia group were 
more likely to perceive from an observer’s point of view and perceive images that were 
negative compared to the control group. Interestingly, the socially anxious participants 
admitted that the observations they experienced during anxiety were not well aligned 
with reality.  
The authors conclude that negative self-images contributed to the persistence of social 
anxiety, and it was therefore important to ensure treatment would focus on diminishing 
the occurrence of such images, as well as their unhelpful content. However, these 
results should be read with caution since the sample size was very small, although the 
results are clearly statistically significant in relation to the differences in group size. In 
Hackmann, Surawy, and Clark (1998) study, individuals with social phobia were tested 
to determine whether people were capable of recalling social situations from a non-
observer perspective. Participants were asked to recall both a social and a non-social 
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situation. They were then asked to rate what they observed using a 7-point scale ranging 
from -3 to +3.  
This procedure was repeated for the non-social situation. The mean scores for 
the socially phobic group were estimated to be -1.2 for non-social memory and +1.8 for 
social memory as compared to the control group’s score of -0.8 and 0.6 respectively. In 
addition, the authors conducted t-tests between the groups and found that the differences 
were statistically significant in relation to the social situation, but not significant in 
relation to the non-social situation (p = .58). It was concluded that people with social 
phobia were most likely to remember situations from an observer viewpoint in social 
situations rather than in non-social situations, considering the mixture of observer and 
field perspectives. Based on Clark and Wells’s (1995) Model of Social Phobia, this 
research suggests that when people with social phobia engage in cognitive processing 
after having been involved in certain experiences, their self–focus compels them to 
overlook information from others which could be important in challenging their anxiety 
about not having made a good impression. 
1.6.4 Possible antecedents of social anxiety 
The most obvious reasons for the disorder include: unemployment, retirement, 
homemaking, and common problems experienced by individuals in the social and 
academic worlds (Wittchen & Beloch, 1996). While social anxiety affects people of all 
age groups to some extent, it particularly affects adolescents. According to Hopper 
(2007), healthy emotional development of children and adolescents is one of the 
preconditions of social and behavioural conformity. The author further argues that 
conformity is seen as success, and that this is problematic. This is because conformity is 
the outward manifestation of accepting principles laid down by others, state or society, 
which may or may not align with an individual’s values and abilities. McClure and Pine 
(2006) contend that conforming to societal norms is often accompanied by ‘fear and 
anxiety’, referring to stimuli that the individual perceives as threatening or as capable of 
producing harm and that elicit avoidance. In addition, anxiety can occur in the absence 
of overt threat or punishment. Quoting Holt et al. (1992), Leary and Kowalski (1995) 
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summarise situations commonly associated with social anxiety. These include: 
situations related to formal speaking or interactions such as delivering speeches, 
performing on stage, reporting or speaking to a meeting, attending a party, picking up 
someone from the street, meeting a stranger, expressing cross views, and fear of being 
observed by others. Public speaking may in turn include: speaking in front of a large 
audience (Stein, Walker & Forde, 1996); speaking to a small, familiar group of people; 
dealing with people in authority, attending social gatherings; and interacting with a 
stranger (Stein & Colleagues, 1994). Many of these experiences of social anxiety are 
commonly experienced in adolescence as cultural phenomena. With the emerging 
emphasis on specificity about the anxiety state, a focus on developmental changes in 
individual symptoms and symptom patterns has followed; this has stimulated a series of 
studies on changes in social anxiety across development.  
1.6.5 Significance of social anxiety 
Ginsburg, La Greca and Silverman (1998) observe that social anxiety is an 
important factor in order to understand social dysfunction, particularly, among a 
community sample of adolescents as well as its link with impairments in young people’s 
emotional functioning. In addition, they note that social concerns have been identified 
by developmental studies as an important part of anxiety that particularly appears 
during adolescence, as well as adulthood.  
Social phobia can have a catastrophic impact on adolescents as they face many 
of the aforementioned situations in everyday life. As Crozier, Gillihan and Powers 
(2011) found, the same symptoms that occur in specific phobias also occur in social 
phobias. Wittchen and Beloch (1996) found that most individuals suffering from social 
phobia develop acute illness which disrupts their everyday activities. It has also been 
found that subjects suffering from social phobia rarely meet a doctor for proper 
treatment. According to the Epidemiologic Catchment Area study, only 19.6% of 
individuals with social anxiety sought treatment (Simon et al., 2002). 
 38 
 
1.7 Social Anxiety and Quality of Life 
One aim of the current study is to discover how social anxiety affects the 
maintenance of quality of life. Koot (2001) shows that Quality of Life (QoL) can be 
defined in a number of ways. Primarily it is concerned with the individual’s subjective 
notions about life. The individual’s attitudes towards health, social participation, routine 
and economic conditions need to be considered in order to determine his or her quality 
of life. Similarly, Ghaedi and Tavoli (2009) contend that a patient’s quality of life 
depends on his or her “physical, social, and psychological” conditions. According to 
Koot and Wallander (2001), QoL incorporates the “functional impairments, handicaps, 
and living conditions of an individual”. Hughes et al. (1995, in Koot & Wallander, 2001) 
identified 44 definitions of QoL with 15 different dimensions. Defined from a medical 
point of view, QoL can be considered as a field concerned with “subjective health status” 
(Koot & Wallander, 2001). On the other hand, Wallander (2001) shows that quality of 
life can be considered as an abstract paradigm which exists only in our thoughts. It may 
be concluded that the construct QoL potentially incorporates all domains of human life. 
Imposing a particular philosophical genre on research about QoL is a way of delimiting 
the parameters of the construct so that it can be usefully studied. 
1.8 Cross-cultural Variations 
While social anxiety is a common phenomenon in almost all the countries of the 
world, the symptoms of social anxiety across different cultures may manifest differently 
(Zender, 2001). One of the aims of this study is to examine the quality of life of 
adolescents in a cross-cultural context, namely the United Kingdom and Saudi Arabia. 
These countries were selected because the social and cultural realities of these two 
countries differ in many respects.  
With the emergence of globalisation, Eastern and Western countries increasingly 
share common tendencies in their beliefs and ideologies. However, due to differences in 
the histories and ideologies of these countries, it is reasonable to hypothesise that the 
nature of this anxiety varies in Eastern and Western countries. The objective of this 
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research is to examine how social anxiety and maintenance of the quality of life are 
associated in adolescents in one ‘Eastern’ and one ‘Western’ country1. 
Studies on Arab societies suggest that people who live in a dual cultural position, 
such as a tribal and a modern one, may be at risk for high levels of psychological 
problems (Ghobash & Bibbington, 1994; Ibrahim & Al-Nafie, 1990). Unfortunately, 
little is known about this growing sector of the Saudi Arabian population in terms of 
mental health and psychological problems. In a study to assess the prevalence of 
psychological symptoms in Saudi Arabia, Mahfouz (2009) found that overall prevalence 
of mental disorders among school-age adolescents of both sexes amounted to 15.5%. 
Furthermore, the most frequent mental symptom was phobic anxiety (17.3%). Similarly, 
Al Gelban (2009) found that the most prevalent mental health symptoms disorder in 
Saudi female students was phobic anxiety. However, Ragheb et al. (2007) claim that 
only two published studies reported social phobia prevalence in an Arab country. They 
highlight the need for psychometric measures for screening or diagnosis of social 
anxiety in Arabic countries. 
The study of social phobia and social anxiety in adolescents is relatively new. 
While Zhou et al. (2008) claim that attention has been given to the negative effect of 
social anxiety on adolescents’ social and academic worlds, the current study seeks to 
better illuminate the debilitating effect of social phobia on the quality of adolescent life 
in an under-studied cultural setting, Saudi Arabia. Saudi Arabia is a relatively young 
society with 47% of the population under 15 years old, according to Khoja and Farid 
(2000and 69% under 30 years old. 
As far as diagnostic measures for anxiety disorder are concerned, the effect of 
social anxiety on an individual’s social functioning has been investigated while less is 
known about the extent to which social anxiety is associated with quality of life 
variables in different cultural settings. The present research is an attempt to develop 
appropriate, valid and reliable measures in this respect and, furthermore, to examine two                                                              
1 These terms are placed in inverted commas because the East–West dichotomy is not a geographical 
division but rather a sociological concept used to describe perceived differences between Eastern and 
Western cultures. The boundaries of East and West are not fixed, but vary according to the criteria 
adopted by individuals using the term. 
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mental health variables, namely social anxiety and quality of life, in an adolescent 
population in Saudi Arabia. Detecting cultural differences has the potential to make 
these findings more meaningful.  
In the present study, the aim is to address the interpersonal consequences of 
social anxiety by asking both socially-anxious and non-socially-anxious adolescents 
about their quality of life. It is expected that socially-anxious participants will report a 
poor quality of life on the World Health Organization Quality of Life (WHOQOL-
BREF) scale. It is also predicted that, because most people enjoy social interaction 
(Berry & Hansen, 1996), non-socially-anxious participants would report lower scores 
on social phobia. 
The impact of SP on adolescents has not been well studied. The objective of the 
present study is to show how social phobia impacts on the QoL domains of the Saudi 
patients, by presenting a comparative picture of the QoL of those affected by social 
phobia and those not affected.  
Few studies have been conducted on social interaction anxiety in which a person 
suffers from communication-related impairment (Mattick & Clarke, 1998). This can be 
a devastating disorder for adolescents in that it affects the development of their other 
faculties and impedes their ability to adapt to mainstream society (Haywood et al., 
2008). Studies on this topic in non-European countries are limited. The present study 
aims to determine the risk factors for social phobia in Saudi Arabian adolescents. The 
following section introduces the four empirical stages of the study. 
1.9 Empirical Stages of the Study 
This section discusses the empirical stages of the present research. It includes 
implications of the adaptation of the study scales such as the translation and back-
translation method. In addition, it explores the reliability and validity of a new, multi-
dimensional scale for measuring social anxiety in Arabic populations which might have 
value in both diagnosis and research in Arab countries such as Saudi Arabia.  
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Stage 1: 
The first stage aims at choosing appropriate scales to measure the main study 
variables, social anxiety, quality of life and individualism-collectivism scales in order to 
suit Saudi Arabian culture. To this end, a pilot study was conducted. Translated and 
back-translated instruments are demonstrated then compared with the original and 
culturally adapted. The reliability of the Arabic version of all instrumentations is 
evaluated by test-retest reliability. In terms of validation, construct validity is evaluated.  
Stage 2:  
The prevalence of social anxiety in a community sample of adolescent students 
is measured. Moreover, a clinical sample is also demonstrated  
Stage 3: 
Stage three aims at examining cultural differences. It compares the levels of 
social anxiety, quality of life and individualism-collectivism between adolescents from 
Saudi Arabia and the United Kingdom.  
Stage 4: 
This stage creates a measurement model to evaluate the link between social 
anxiety in adolescents and quality of life. Consequently, cognitive and social correlates 
of social anxiety are taken into consideration when analysing the data to draw a full 
picture of this measurement model.  
1.10 Organisation and Structure of the Thesis  
The work is presented in eleven chapters. Chapter one has provided the 
introduction of the study outline and background including the effect of social anxiety, 
research motivation, research aim and objectives. It also includes the significance of the 
research, methodology and the process of the study.  
The next chapter provides a review of the literature on the prevalence of social 
anxiety relevant to quality of life. This chapter demonstrates the relative dearth of 
research on the impact of social anxiety disorder on quality of life as well as the 
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comorbidity of social anxiety with other psychiatric disorders and the impact of culture 
on social anxiety.  
Chapter three highlights the background of Saudi Arabian culture and society 
focusing on mental health problems and services.  
Chapter four develops a theoretical framework and hypotheses based on the key 
arguments and findings from the literature review of social anxiety, cognitive aspects 
and culture tendencies.  
Chapter five discusses the research framework which aims to evaluate the link 
between social anxiety in adolescents and their quality of life. This chapter identifies the 
proposition of the conducting of structural equation modelling. 
Chapter six discusses the research methodology used in this study from the 
philosophical foundation to research design, data collection and data analysis. 
Chapter seven presents the results of the pilot study which explores the 
reliability and validity of a new, multi-dimensional scale for measuring social anxiety 
among adolescents in Arabic cultures, with value in both diagnosis and research in Arab 
countries such as Saudi Arabia.  
Chapter eight presents the quantitative data collection and analysis of the cross-
sectional survey results, including descriptive and inferential statistics, to address the 
research questions. 
Chapter nine presents the structural equation modelling results. Structural 
equation modelling with full information maximum likelihood (FIML) is used to find 
unbiased parameter estimates of the structural model in order to test the hypotheses of 
this study. Two structural models are proposed to test the hypothesised relationships and 
mediation through social anxiety scales – Adolescents (SAS-A) and Social Phobia 
Inventory (SPIN). The chapter also discusses the development of mode hypotheses, 
namely, relationships between Social interaction (SIAS), Cognitive (BFNE), Cultural 
tendency (SRAQ), Anxiety (BAI), Social anxiety (SA), and Quality of life (QoL).  
Chapter ten discusses the results in view of the research questions, previous 
studies and implications for practice. It compares the findings with earlier research. 
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Finally, chapter eleven concludes the thesis, summarising the empirical findings 
as well as highlighting the thesis’s contributions to the field of social anxiety disorder. It 
also presents a summary of this thesis and draws conclusions, based on findings from 
testing the study hypotheses. It highlights the limitation of the current study and 
provides opportunities for future research in the same field. 
1.11 Summary 
Social anxiety is a common psychiatric disorder, characterised by a strong fear 
of being humiliated or embarrassed by strangers. Cognitive and emotional responses are 
triggered by thoughts of being observed and scrutinised by others (APA, 1987). Their 
interactions in social situations are usually disrupted by their anxiety due to their 
inability to adapt to social situations.  
This review has discussed factors thought to play a vital role in the development 
of SP. Genetic predisposition and temperamental traits are considered internal factors in 
the development of SP. Dysfunctional patterns can be triggered by the negative 
parenting or trauma, since much of children’s socialisation is learned from the family, 
considered an external or environmental factor. In addition to individual and family 
factors, development and maintenance of SP is also constituted by cultural factors.  
The significance of measurement instruments for deriving accurate findings 
about SP was discussed. It was noted that Arabic and Saudi societies do not yet have 
culturally validated measures for investigating childhood social phobias.  
Findings on sex and SP were argued to be inconsistent. Additionally, several 
disorders have been found to be associated with SP, although more disambiguation of 
these relationships is required, particularly concerning post-traumatic stress disorder 
and SP. From childhood, parents play a dominant role in the development of the child-
parent relationship, as well as in the child’s mental health. Surprisingly few studies have 
been conducted on treatment interventions for SP, the parenting role and quality-of-life 
factors. Understanding of social anxiety needs to be refined before appropriate 
interventions can be developed. Chapter two reviews the literature on social phobia in 
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adolescents, while chapter three considers the mental health problems of young people 
in Saudi Arabia. 
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CHAPTER TWO 
2 LITERATURE REVIEW 
2.1 Overview  
As there are no Arabic studies relating directly or indirectly to this subject, the 
literature review of the impact of social anxiety disorder on quality of life is based 
largely on other Middle Eastern countries as well as Far Eastern countries and Western 
cultures. This chapter presents the phenomenology of social anxiety in adolescents, 
including the impairment, age of onset, sex difference in social anxiety and prevalence 
rate of SAD. The aetiology of social phobia is discussed in relation to genetic 
predisposition, behavioural inhibition and neuroticism. The impact of culture on social 
anxiety is discussed in depth, highlighting the cross-cultural context. Finally, the 
relevant literature on quality of life in individuals with social phobia is discussed.  
2.2 Phenomenology of Social Anxiety in Children and 
Adolescents 
The main fears of those with SAD pertain to social evaluation and negative 
expectations related to being scrutinised and evaluated. This negative evaluation is 
normally related to the individual’s anxiety symptoms and certain behavioural 
manifestations or the individual’s appearance. Childhood social anxiety can be 
described with reference to three realms: behavioural, cognitive and physiological.  
Concerning the behavioural realm, studies have revealed that children with 
Social Anxiety Disorder tend to avoid athletic performance and find it more difficult to 
give oral reports, go to discos and eat in dining halls with other children. Bögels et al. 
(2010) found that avoidant behaviour can also be less overt as compared to other 
phobias. Termed safety behaviours, these may consist of more understated avoidance 
methods, such as dressing in a manner that conceals nervousness, and in some cases 
sitting at the back of the class to avoid detection. 
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Concerning the cognitive realm, Bögels and Zigterman (2000) found that 
children and adolescents commonly over-estimate danger in situations that are 
unambiguous. In some cases, they perceive threats and make negative interpretations of 
situations they feel are confusing (Muris, Merckelbach & Damsma, 2000). Young 
people with social anxiety disorder are considered to be extremely self-conscious. As 
Kearney (2005) argues, they tend to focus on physiological arousal and readily notice 
signs of negative evaluation, sometimes losing all confidence and devaluing their own 
competence.  
Concerning the physiological realm, Essau et al. (1999) note that the 
physiological reactions of children with SAD are very similar to those of other anxiety 
disorders, and are usually accompanied by increased heart rate, shortness in breadth, 
sweating, trembling and muscle tension. Other problems such as stomach aches and 
headaches are also common (Beidel et al., 1999). 
A number of studies claim that manifestation and expression of SAD varies 
according to developmental phase and that the phenomenology of SAD should be 
considered in a developmental context (Albano & Hayward, 2004; Alfano, Beidel & 
Turner, 2006). These studies also highlight that, in children, common related 
manifestations include somatic complaints, clinging, crying and whining (Albano & 
Hayward, 2004; Beidel et al., 1999). Another important aspect in socially phobic 
children who are in their early childhood is oppositional behaviour, also described as 
comorbid and an externalising symptom or an expression of a strong social fear, usually 
marked with avoidance. In most cases, the impairment of SAD may be more salient 
than the presented symptoms themselves.  
2.2.1 Impairment 
Social anxiety is seen to interfere with daily life and it has been observed that it 
is linked to substantial impairment (Essau et al., 1999; Wittchen, Stein & Kessler, 1999). 
Both threshold and sub-threshold SAD have been shown to be linked to substantial 
impairment. Van Roy et al. (2009) and Van Ameringen et al. (2003) state that dropping 
out of school early and under-achievement are of particular concern among children and 
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adolescents with social anxiety. Short-term and long-term refusal to attend classes is a 
common occurrence among such students. Beidel et al. (1999) argue that children 
referred with SAD tend to have fewer friends and are more likely to avoid 
extracurricular activities. Similar results have been seen in children who have not been 
referred as well. Van Roy et al. (2009) found that children (up to 13 years of age) with 
SAD had fewer friends and participated in extracurricular activities less than those 
without SAD. This study confirmed that children without significant social anxiety were 
less bullied or neglected than those who suffered from social anxiety. In contrast, 
Weeks et al. (2009) studied children aged 7 to 8 years, and found that socially anxious 
children reported more loneliness and attempts to avoid school than those who were 
non-anxious. Kearney (2005) observed that noticeable avoidance could hinder socially 
anxious adolescents as they would lack experience of situations that would enable them 
to enter into adulthood, including gaining independence from parents and engaging in 
travel and work outside school (Kearney, 2005). 
The chapter focuses on SAD-related constructs, particularly those that are most 
common in childhood. Negative consequences are discussed, such as substance abuse, 
academic impairment, school refusal, anxiety, depression and loneliness. It is argued 
that these concepts have many similar or overlapping manifestations (Greco & Morris; 
Rubin, Coplan & Bowker, 2009). Before discussing the aetiology of social phobia, the 
following sections discuss age of onset, sex, social anxiety, social status and 
comorbidity. 
2.2.2 Age of onset 
The age of onset of SP has been found to be late adolescence or early adulthood 
(Amies, Gelder & Shaw, 1983; Bruce et al., 2005; Kessler et al., 2005; Lieb et al., 2000; 
Marks & Gelder, 1966; Stemberger et al., 1995; van Ameringen, Oakman, Mancini, 
Pipe & Chung, 2004). A US study found that the average age of the onset of SP is 15.5 
years (Schneier et al., 1992). The study also reported that the average age of onset of SP 
in Sweden is 16 years (Öst, 1987), and argued that an age of onset of 25 years or more 
is unusual. Similarly, the NIMH (National Institute of Mental Health) Epidemiologic 
Catchment Area Study and the National Comorbidity Survey found, respectively, that 
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the average age of onset is 15.5 and 16.0 years (Magee et al., 1996; Schneier et al., 
1992).  
However, some researchers suggest that SP onset might begin even earlier, in 
childhood. For example, Rapee and Spence (2004) found that the mean age of onset of 
SP is earlier than adolescence. Similarly, Otto et al. (2001) found that the average age of 
onset of reported SP is 10 to 13 years. The Epidemiologic Catchment Area Study has 
confirmed a similar trend, indicating an onset age of 11 years or less (Chartier, Walker 
& Stein, 2003). One study has even reported onset age of as young as eight years 
(Beidel, Turner & Morris, 2000). The condition may shade gradually into inhibition of 
behavioural aspects and novelty-related avoidance (Davidson et al., 1997). However, 
appropriate instruments and measurements have yet to be developed to test this (Bögels 
& Tarrier, 2004).  
It can be concluded that the most commonly reported age of onset for SP is 
during the period of adolescence, although some studies have found the age of onset to 
be during childhood. As mentioned above, such inconclusive outcomes may be an 
artefact of cultural factors, sampling methods and study instruments. 
The age of onset of social anxiety is usually between 10 and 17 years, and it can 
be diagnosed from age 6 years and  about 9 years (Bögels et al., 2010). Bögels et al. 
(2010) contend that it is rare to find new cases beyond that age. Moroever, certain 
aspects of cognition maturation are responsible for the onset of SAD in adolescence 
(Goedhart, Siebelink & Treffers, 2004). The process of learning how to accommodate 
other people’s perspectives typically takes place during this adolescent development 
stage; for some this process can pose a threat due to a fear of being negatively evaluated. 
At this stage, increasing demands are placed on appearance and performance, and there 
tends to be a focus on attracting others for relationships with both peers and romantic 
partners (Albano, 1995). With this increased focus on social interaction, there is often 
increased interference from other people, which can lead to social distress, particularly 
in those unfamiliar with such methods of interaction (Rapee & Spence, 2004). 
Adolescents are known to report higher rates of avoidance than younger children. Social 
fears can be related to adolescent social pressures to conform to the values of others, 
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with a failure to do so often leading to self-blame. Evidence shows that the problem 
with this stage is that the dangers are internal, in contrast to earlier stages in which fear 
usually only arises from external sources. 
Wittchen and Beloch (1996) found that the disorder usually starts during 
childhood and early adolescence. Research on adolescents showed that social phobia is 
becoming increasingly recognised as an important disorder among this population 
(Olivares et al., 2004). Other research corroborates that social anxiety and anxiety 
disorders are most commonly diagnosed in adolescents (Albano, 1995; La Greca & 
Lopez, 1998).  
2.2.3 Shyness 
Shyness refers to uneasiness and being reserved in situations that are new, 
usually linked to the fear of being evaluated negatively (Crozier, 1990). Shyness 
involves similar cognitions, behavioural responses and physiological reactions to those 
found in SAD. Despite having a high prevalence rate, shyness is regarded as a non-
pathological condition (Turner, Beidel & Townsley, 1990). Crozier (2000) argues that 
while most people used shyness as a lay term, numerous people report experiencing 
shyness at some point in their life, although, as Crozier (2000) argues, shyness is a 
“fussy concept, … not really a precise term” and therefore difficult to define. 
2.2.4 Shyness and social anxiety 
According to Henderson and Zimbardo (2009, p. 6), “shyness has been defined 
as a heightened state of individuation characterised by excessive egocentric 
preoccupation and over-concern with social evaluation with the consequence that the 
shy person inhibits, withdraws, avoids and escapes”. As such, shyness has a powerful 
effect on the patient’s daily life situations. It can indicate the person’s submission and 
despair in response to authoritarianism and aggression. Shyness can also be the result of 
passive mental reactions, constraining the person’s behavioural freedom and having a 
damaging effect on personal esteem (Henderson & Zimbardo, 2009). Henderson and 
Zimbardo (2009) found that people who are shy usually become socially anxious and 
develop social phobia in their daily life situations. In addition, they are unmotivated to 
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interact positively or participate effectively with the social situations around them. 
These researchers found a strong relationship between shyness and social anxiety, with 
clients showing negative thought patterns, inhibited behaviours and painful emotions. 
They considered these symptoms to constitute psychological disorders and social 
phobia to be a serious problem affecting the reactions of the patients, making them feel 
that they are socially neglected, helpless and passive in their lives.. Henderson and 
Zimbardo (2009) also demonstrated using long-term research that clinical programmes 
specifically designed to assist people in the community in overcoming their social 
anxiety can be effective, helping patients to respond positively and helping clinicians to 
behave wisely in disseminating their services.  
2.2.5 Social withdrawal 
Social withdrawal is defined as refraining from social activities particularly 
when other peers are present (Rubin et al., 2009). Usually the person voluntarily 
withdraws from others rather than being rejected or isolated. However, evidence also 
shows that children who are socially withdrawn become easy targets of negative 
response and can easily be victimised by their peers.  
2.2.6 Social anxiety and Sex 
By age 13, the prevalence of SAD increases with a greater number of girls than 
boys reporting SAD (Canino et al., 2004; Costello et al., 2003; Essau, Conradt & 
Petermann, 2000). Furmark (2002) has reported a female: male prevalence of 3:2. 
According to Essau et al. (1999), sex differences are usually limited to situations that 
involve interacting with other people. Most boys and girls are found to have an 
increased fear of speaking or performing in front of others, but this was more common 
in females than in males (Essau et al., 1999). Similar findings were obtained by Sumter 
et al. (2009), however Wittchen et al. (1999) found that females had higher rates on all 
the measures in situations concerning social fear. Social fear is said to be linked to self-
consciousness, which can result in girls worrying about their physical appearance, as 
well as about speaking or performing when surrounded by others. There is however a 
lack of theoretical models explaining sex differences, although some are beginning to 
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emerge and these include internalising disorders (Zahn-Waxler, Shirtcliff & Marceau, 
2008).  
Evidence of biological factors in social anxiety is mainly found in studies on 
animals as well as adult (human) populations (Lager, 2009). A cross-sectional survey by 
Deardorff et al. (2007) revealed that advanced pubertal development is linked to 
increased levels of social anxiety, especially in girls and to a lesser extent in boys. 
Studying boys and girls aged 10 to 12. Ge et al. (2006) found that pubertal status and 
timing is linked to the incidence of social incidence in that early physical development 
is often associated with sexual attention in girls, and in some cases subjects could 
negatively self-evaluate themselves which could lead to SAD. However there is need 
for more studies to clarify the biological factors underpinning the experience of SAD. 
The increased rate of internalising in girls is also linked to interpersonal stress 
which has been reported to manifest during adolescence (Nolen-Hoeksema & Girgus, 
1994). Research has found out that girls tend to be more oriented towards reaching 
personal goals and they encounter negative experiences in attempting to build 
connection, finding this aspect relatively stressful (Hayward & Sanborn, 2002; Rose & 
Rudolph, 2006; Rudolph, 2002). 
Comeditation is an issue in gender studies that has gained much interest 
regarding issues of anxiety and depression. This can also be defined as dwelling on 
one’s problems or focusing on negative feelings with another person, and it could be a 
coping method. Studies have found that it is more common for girls to reflect with a 
friend as compared to boys. Moreover, mothers usually spend more time reflecting with 
their daughters than with their sons (Rose, 2002; Walter & Rose, 2009). Girls in general 
are able to have closer relationships than boys, which can operate as a shield against 
emotional problems. However, Rose and Rudolph (2006) point out that closer 
relationships can also be associated with increased anxiety and, at times, depressive 
symptoms. The problem is that it normally reinforces avoidance and negative feelings, 
which could explain why a number of girls suffer from social anxiety. However, this 
issue requires further investigation using empirical means. Victimisation, which varies 
in form, is blamed for the high rates in social anxiety and depression in all people, but 
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this is most commonly found in adult people (Lager, 2009). Dinwiddie et al. (2000) 
highlight a link between child sexual and increased problems with SAD. From this 
discussion it can be concluded that sex differences are a mediating variable in the 
experience of depression and anxiety symptoms.  
Findings about the relationship between sex and SP have so far been 
inconclusive. In clinical samples, there tends to be a lower prevalence of social phobias 
among women compared to all other types of phobias (Marks & Dar, 2000). As 
discussed above, in the Saudi Arabian context, patients with SP are predominantly male; 
97.2% and 80% of such patients are male according to Arafa et al. (1992) and Chaleby 
(1987), respectively. The cultural influences underpinning this finding are discussed 
above. It is possible that the development, presentation and detection of SP in the Saudi 
context involve an interaction between sex differences and cultural factors. The 
sociocultural aspects of Saudi society are considered in more depth in chapter three. 
Evidence of such sex differences in children is less clear; almost equal 
proportions of male and female children were found to experience SP and simple 
phobias (Strauss & Last, 1993). However, a higher prevalence of fears and worries has 
been reported in girls than in boys (Buka, Stichick, Birdthistle & Earls, 2001; Strauss & 
Last, 1993; Turk et al., 1998). In a study of 1,035 adolescents aged 12 to 17 years, it 
was found that a greater number of girls receive a SP diagnosis than boys, and this 
difference increases with age (Essau, Conradt & Petermann, 1999). This may be 
because sex differences in social interaction intensify with age, resulting in different 
profiles in clinical populations. Undoubtedly, due to cultural variation, the proportion of 
each sex presenting and undertaking the treatments for SP also varies. As children enter 
late adolescence and young adulthood, a similar pattern is noticed in the case of Arabic 
countries, including Saudi culture. In the development and prognosis of SP, other risk 
factors are arguably important. The section 2.2.7 reviews other interrelated risk factors 
for developing SP. 
In the case of females, lack of friends and intimate relationships can raise levels 
of anxiety (La Greca & Lopez, 1992). Sex-based study reveals inconsistent findings 
about social anxiety in men and women. While some research affirms that females have 
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more social anxiety than their male counterparts (De Gregoria & Carver, 1980; La 
Greca & Lopez, 1992; Loudin et al., 2003; Rose & Rudolph, 2006), other research has 
found the opposite (Palanci & Ozbay, 2003; Subasi, 2005), while yet others have found 
no substantial differences in the social anxiety experienced by males and females (Erath 
et al., 2007; Feingold, 1994; Patterson & Ritts, 1997; Sertelin, 2007; Teachman & 
Allen, 2007).  
Rose and Rudolph (2006) show that women are very concerned about their self-
observations regarding their life and career. Undoubtedly, the complexities of their self-
perceptions have an impact on their social functioning. On the other hand, males can 
internalise their problems to a higher degree than females, with the implication that they 
may be more affected by social anxiety than their female counterparts. These 
observations are based on empirical study in different social and cultural paradigms, 
which require that both males and females adhere to the norms of their particular social 
structure (Leary & Kowalski, 1995).  
2.2.7 Social functioning and social anxiety 
In a study on the risk factors for SP among the adolescents, Erath et al. (2010) 
argue that social anxieties are the result of factors concerning social structure. 
Involvements in different social activities in schools, for example, are determined by the 
individual’s psychological profile, resulting in different levels of cultural and social 
functioning. During these processes, socially phobic individuals are afraid of being 
negatively evaluated (Beidel & Turner, 2007). This fear makes them self-conscious and 
aware of their marginalised status among the socially superior peer group (Loukas et al., 
2005). Thus, there is a correlation between social anxiety and social functioning. The 
less involved in social functioning the person is, the higher their social anxiety would 
be.  
2.2.8 Urbanisation 
In terms of social anxiety and SAD, a lack of empirical evidence exists on the 
effects of urbanisation in children and adolescents. Canino et al. (2004) and Angold et 
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al. (2002) suggest that whether one lives in a rural or urban environment has a 
significant correlation with childhood SAD. 
2.2.9 Ethnicity 
Studies by Kearney (2005) and Kennan et al. (2009) found no correlation 
between ethnicity and the prevalence of SAD. However, in a clinical group of children 
with SAD, a trend towards lower levels of SAD was associated with African-American 
children (Beidel et al., 1999). 
 
2.2.10 Family and Socio-economic Status  
Furmark (2002) has found that SAD tends to be associated with low income 
levels, low achievement in school, and also having no partner. Little information has 
been provided about the effect of other areas such as parental education, household 
income, and social status in children and adolescents. Tiet et al. (2001) found that boys 
with SAD had parents who had a lower income than those in a non-clinical group. In 
conclusion, support for the socio-demographic characteristics of SAD in non-clinical 
group is sparse, and it appears that sex is a better indicator of social anxiety in 
adolescents than socio-demographic characteristics.  
2.2.11 Comorbidity 
Higher rates of SAD were seen in community samples of children with a strong 
presence of depression, with around 30-50% reporting depressive symptoms (Essau et 
al. 1999; Rantanen et al., 2009). This suggests a correlation between SAD and 
depression. Depression and anxiety are however seen as separate elements (Hake et al., 
2009). Beidel et al. (1999) found that it was possible to suffer from both conditions. 
They report that children with SAD also reported another anxiety disorder. In 
community studies, Essau et al. (1999) found that most patients reported the existence 
of somatoform disorders, in addition to other psychiatric disorders, including attention 
deficit hyperactivity disorders (ADHD) completed (Beidel et al., 1999; Rao et al., 2007). 
Comorbidity with the neuropsychological condition ADHD has been only lightly 
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addressed. However, one study with a small sample investigated early language 
impairment and found that a small amount of SAD prediction was possible (Voci, 
Beitchman & Wilson, 2006). 
There is a high degree of comorbidity of SP with other psychiatric disorders, 
such as depression. Investigating the relationship between SP and major depression, 
Stein, Tancer, Gelernter and Vittone (1990) found that 37% of patients with SP had also 
experienced past major depression Similarly, Weissman et al. (1996) found that 37% of 
people suffering from SP simultaneously have major depression, while Liebowitz, 
Gorman, Fyer and Klein (1985) found that almost 50% of patients meeting the DSM-III-
R diagnostic criteria for SP also have depressive symptoms or major depression. In the 
case of panic disorder, the rate of having a previous experience of major depression is 
30%. High comorbidity rates have also been found in children aged 8 to 14 years 
between SP, anxiety and depression (Chambers, Power & Durham, 2004). Such 
findings about children and adults have been replicated in several studies in Arab 
countries. According to the clinical profile investigation of Arafa et al. (1992), the main 
comorbid disorder of SP was depression. However, other conditions such as 
hypochondriasis, anxiety and paranoid ideation were also found, while neurotic and 
withdrawal characteristics were indicated in the assessment of personality. 
Moreover, SP is a common comorbid diagnosis in individuals on the autistic 
spectrum (Gillott, Furniss & Walter, 2001). There is also comorbidity of SP with mental 
disorders such as bipolar disorders and affective psychosis (Cassano, Pini, Saettoni & 
Dell’Osso, 1999; Dell’Osso et al., 2003; Freeman, Freeman & McElroy, 2002). In 
mental impairment, SP could be a secondary condition (Thomas, Randall & Carrigan, 
2003). For example, individuals with autism usually experience difficulties with social 
interaction. Such situations can trigger socially embarrassing behaviour and a 
misrepresentation of others’ behaviour, possibly related to a psychotic disorder (Bögels 
& Tarrier, 2004). Similarly, depression can bring about social isolation, which in turn is 
connected to social phobia (Stein et al., 2001). 
Another factor that has been found to have a high correlation with SP is abuse of 
illicit substances. Clark and McManus (2002) found that adolescents who met the 
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criteria for SP tended to report alcohol abuse as well. The rate of substance abuse, 
whether alcohol or illicit drugs, is as much as double in individuals with SP compared 
to those without SP (Page, Jones & Wilson, 2004; Zimmermann et al., 2004). People 
with SP tend use alcohol to relax and cope with the anxiety and pressure of the situation. 
2.3 Temperament 
Also involved in SP aetiology are personality traits and temperament, including 
fluctuations and intensity of mood, customary strength and speed of response, 
vulnerability to emotional stimulation and quality of prevailing mood. Caspi and Shiner 
(2006) argue that such constitutional makeup dependency is largely hereditary in origin. 
A number of different classification schemes have been devised for temperament 
(Rimm-Kaufman & Kagan, 2005). 
The following section discusses the aetiology of social phobia.  
2.4 Aetiology of Social Phobia 
The aetiology of SP is presented in three sections: internal factors, 
environmental factors and cultural factors. 
2.4.1 Internal factors 
Here, nine types of internal factors are discussed. 
2.4.1.1 Genetic predisposition 
It is well-established that genetic factors play a significant role in the 
development of social phobia. One study found that family members are on average 
more prone to social phobia, suggesting a heritable element to SP (Kendler, Neale, 
Kessler, Heath & Eaves, 1992). Another study has found high rates of SP within first-
degree relatives, while the family nature of SP has been found through a number of 
other studies (Chapman et al., 1995; Rapee & Spence, 2004; Reich & Yates, 1988). 
Other research has specified the involvement in SP of the repeat polymorphism in the 
dopamine transport gene (Rowe et al., 1998). A correlation has been found between 
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shyness and long forms of the serotonin transporter (Arbelle et al., 2003). However, 
another study found no correlation between these same receptor genes and shyness in 
four-year old children (Theall‐Honey & Schmidt, 2006). In addition to the genetic 
aetiology of SP, environmental factors also play a role in SP aetiology.  
2.4.1.2 Genetics and social anxiety  
Anxiety disorders can arise in unfamiliar settings, when people feel social fears 
which affect their reactions in normal, daily situations, particularly during childhood 
and adolescence. Scaini, Belotti and Ogliari (2014) paid particular attention to age and 
various different fears, such as fear of speaking, reading, dealing in public, attending 
parties and social interaction. Both genetic and environmental factors were found to 
contribute to young children’s personal and social anxiety. Direct symptoms of severe 
physical and mental disorders include choking, flushes, chills, palpitations, fainting, 
shaking and a fear of dying. Brown, McAdams, Lester, Goodman, Clark and Eley (2013) 
also studied childhood anxiety. They found strong associations between anxiety with 
the strictness and aggression of families. However, they found that attentional bias 
scores were not influenced by both genetic and shared environment factors.  
Patients who were socially isolated showed deficient social skills as well as 
dysfunctional attribution styles. They lacked friends, who tended to reject their 
behaviours both inside and outside the school. Many specialists in the field of 
psychology and psychiatry tend to diagnose such behaviours as anxiety disorders, 
separation anxiety disorders and generalised anxiety disorders (Scaini, Belotti & Ogliari, 
2014).  
In addition, social anxiety can vary with age, from early childhood to late 
childhood and adulthood, as the expected sequences of positive or negative social, 
behavioural reactions evolve. Scaini, Belotti and Ogliari (2014) found that patients’ 
recovery from social anxiety can be most clearly seen in the older age groups, especially 
in those who have had an early diagnosis as well as intervention. However, social 
anxiety disorder in adulthood can be exacerbated by alcohol abuse, and is associated 
with a greater likelihood of stress, depression, anxiety, divorce and risk of suicide.  
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2.4.1.3 Behavioural inhibition 
Related to temperament, Kagan (1989) has identified the sole persistent 
psychological quality in SP to be ‘passivity’, referring to a subdued, nervous, and 
fearful demeanour. Researchers are currently exploring the extent to which an inhibited 
temperament in childhood contributes to developmental or mental-health problems 
(Gladstone, Parker, Mitchell, Wilhelm & Malhi, 2005). In comparison with children 
with other anxiety related disorders, SP-affected individuals consider themselves to 
have much higher behavioural inhibition (van Ameringen, Mancini & Oakman, 1998). 
An odds ratio of 4:1 has been found for students with a history of childhood behavioural 
inhibition compared to groups who do not have phobias (Hayward et al., 2000). A 
correlation between SP in adolescence and inhibition has been established (Schwartz, 
Snidman & Kagan, 1999). Teenage girls who faced the problem of inhibition in 
childhood are more likely to present with symptoms related to SP. Adults with SP have 
typically reported imbalanced childhoods, characterised by inhibition and withdrawal, 
with few friends (Chaleby & Raslan, 1990). It can be concluded that a psychological 
tendency towards inhibition in childhood behaviour is related to SP in adolescence and 
young adulthood. 
According to Gray (1970), anxiety is a result of the interplay of punishment and 
reward mechanisms. Gray (1970) adds that anxiety can arise in response to novelty 
frustration and non-reward threat. This is observed through continuous inhibited 
behaviours which negatively affect the person’s attention to environmental stimuli and 
may result in risk-taking behaviours. These non-reward threats and uncertain 
punishments can lead to sadness, whereas positive effects and rewarded compensations 
can lead to pleasant feelings of reward, happiness and motivation.  
Genetic factors and parental personality have been gauged to moderately 
influence on social anxiety compared to non-shared environmental factors such as 
personal traits. Gray (1970) concludes that genetics (biology) and the environment, as 
well as the person’s experiences, influence the onset of social anxiety. Stressors can 
have a direct impact on the structure of the brain of both males and females, impairing 
their understanding of daily-life interactions. Parental personality, for example, can 
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impact on the neurotransmitters in many regions of the brain associated with general 
behaviours. In his model of personality, Gray (1970) considers behaviour variation to be 
an integration of biological mechanisms affecting both stable personality traits and the 
brain’s resting state activity in terms of behaviour contextual tasks.  
2.4.1.4 Neuroticism 
Neuroticism is a personality trait that is defined as emotional vulnerability to 
stress (Luteijn & Bouman, 1988). It is linked to experiencing worries, negative affects 
and fifteen other somatic symptoms (Gray & Watson, 2007). Associations have been 
found between neuroticism/negative emotionality, extraversion/positive emotionality, 
and mood and anxiety disorders (Watson et al., 2005). Neuroticism has been found to 
have a heritability of 50% and is related to anxiety disorders among the children 
(McNaughton & Gray, 2000). Neuroticism is not just a risk factor for SP; it is also 
concerned with other emotional disorders such as depression and anxiety. 
2.4.1.5 Trauma and social anxiety 
Trauma has a significant association with social anxiety, especially when it is 
related to what Seedat, Allgulander, Kidd, Stein and Gardner (2010) call “adverse 
parental rearing styles”, their lack of care for anxiety disorder. Seedat et al. (2010) 
consider childhood abuse to be a risk factor for psychopathology in adulthood, 
including panic disorders. A relationship between childhood trauma and social anxiety 
can also be observed in terms of the parents’ marital problems, separation, and family 
sexual abuse and violence. 
Seedat et al. (2010) found a significant association between the two concepts, 
especially those relating to emotional influences on the development of social anxiety. 
Emotional events such as excessive tearing, criticism, bullying, rejection and 
humiliation were found to have a lasting, adverse effect on the patients’ futures and 
careers. Childhood adversity may differ according to environmental changes in violence, 
crime and poverty. Childhood trauma history can be seen as predictive of adult social 
anxiety and panic disorders. This study revealed that patients from South Africa, for 
example, reported higher rates of trauma and sexual abuse as well as emotional and 
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physical neglect than did Swedish patients. Accordingly, South African samples 
reported higher levels of social anxiety or panic disorders.  
The results also indicated more healthcare concerns of citizens living in 
developed countries than those who are living in developing countries. In can be 
concluded that a positive link exists between the experience of trauma and the 
development of social anxiety.  
2.4.1.6 Cognitive factors 
In both the aetiology and maintenance of SP, it is vital to consider cognitive 
factors since negative behaviour is observable in individuals with SP. Individuals with 
SP usually report greater negative self-evaluation (Clark & Wells, 1995). Similarly, the 
condition of individuals with SP is usually exacerbated by the extent to which they 
believe their anxiety is visible to others. They tend to underestimate the extent to which 
they are interesting and agreeable to others (Voncken, Alden & Bögels, 2006). 
Perceptions of their negative performance tend to persist over time (Wallace & Alden, 
1997).  
An investigation of 65 children aged 9 to 13 years found that children with SP 
symptoms perceived their acceptability to be lower, and showed a higher rate of 
cognitive errors than same-aged children without SP (Reavis, 2005). A similar study by 
Cartwright-Hatton, Tschernitz and Gomersall (2005) of children aged 10 to 11 years 
found a negative correlation between SP and self-performance with the children. 
Specifically, children suffering from severe SP symptoms are more likely to express 
thoughts of negative self-evaluation and to pay attention to nervous dispositions. 
Cognitive-Behavioural Theory (CTB) has incorporated evidence about SP for its 
psychological interventions. 
2.4.1.7 Social skills deficits 
Development and maintenance of SP is intensified by deficits in social skills. 
Peer relations are attributed as social threats or traumas, whether real or imagined, that 
serve to maintain SP (Kashdan & Herbert, 2001). Individuals affected by SP are 
 61 
 
considered by peers as lacking of the necessary social skills. Cartwright-Hatton et al. 
(2005) suggests that children with SP should be treated carefully and supported in terms 
of social skills training.  
Alden (1997) explains that the increase in self-assessment-related anxiety 
contributes to negative interpersonal experiences, as well as heightened avoidance 
behaviours and weak self-efficacy. During childhood, an individual’s poor social skills 
can manifest late due to operant conditioning, from excessive avoidance of social 
interactions, and the situation is exacerbated by the development of maladaptive 
cognitive biases. A study of students by Rapee and Spence (2004) regarding social 
evaluation tasks during SP investigated variables such as social skills, social outcomes, 
outcome experiences, self-talk and performance self-evaluation. The study found lower 
levels of performance than expected. It also found higher levels of negative self-talk in 
social evaluation tasks. Comparing socially phobic children with non-anxious controls, 
Spence (2003) found SP children to have lower social competence with peers, and to be 
less confident and less socially skilled, according to self- and other-ratings. Additionally, 
SP children were found from behavioural observation to have fewer interactions and to 
speak less with other children. Although these studies of SP could not establish the 
aetiological direction due to the cross-sectional design, both cause and effect in SP can 
be found in the case of social skills. This suggests that social-functioning-related 
activities should be prioritised in intervention programmes. 
2.4.1.8 Fear of negative evaluation 
Negative self-evaluation is a widely-used measurement of change in CBT, 
mentioned above (Cox, Borger & Enns, 1999). The fear that surrounds human 
interaction and performance in social situations for SP individuals is mainly motivated 
by the desire to avoid embarrassment. Negative interpretations of social information and 
a persistent fear of humiliation are at the root of SP (Hirsch, Clark & Mathews, 2006). 
Their assessment of the situation may be accurate although they are rarely treated 
negatively. They rate their public speaking as poor quality (Abbott & Rapee, 2004).  
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In comparison with other disorders and non-clinical controls, individuals with 
SP report more negative social outcomes, was a result of their more negative 
interpretations of social events (Lusia Stopa & Clark, 2000). A study of social scenarios 
interpretation by Voncken, Bögels and Peeters (2007) found that individuals with SP 
tend to interpret the social scenarios they faced more negatively. These results, however, 
should be read with caution due to an imbalance between experimental and control 
groups, with including the control sample being significantly smaller than the 
experimental one. 
A study of the connection between SP and attentional bias to social-threatening 
words study found that individuals with SP tend to be more attentive to socially 
threatening words (Musa, Lépine, Clark, Mansell & Ehlers, 2003). The study also aimed 
to determine concurrent depressive disorder effects. It found that those with depressive 
disorder and SP preferred to avoid the socially threatening words. The possible 
connection between intentional bias towards physical threat and SP underscores the 
importance of studying attentional-bias and related comorbidity. 
Anxious arousal during interaction stems from self-presentational concerns, 
including the idea that a negative self-evaluation is forthcoming or that signs of anxiety 
such as shaking or sweating may be noticeable (e.g., Cartwright-Hatton, Tschernitz & 
Gomersall, 2005; Clark & Wells, 1995; Kocovski & Endler, 2000; Wells & 
Papageorgiou, 1998). These concerns lead to increases in self-focused attention (Cheek 
& Briggs, 1990; Kowalski & Leary, 1990; Leary, Kowalski & Campbell, 1988) that 
predict participants’ anxiety and affect across interactions (Woody, 1996). As self-
focused attention rises, the ability to concentrate on social interaction may decline, 
leading to disjointed social performances (Clark & McManus, 2002; Perowne & 
Mansell, 2002; Rapee, 1993). 
2.4.2 Environmental factors 
From infancy, a person’s personality traits interact with environmental factors, 
including the family environment. Children learn social behaviour and about themselves 
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from interacting with others. This learning process is mediated by life events and other 
risk factors. 
2.4.2.1 Parent/child interaction 
In the development of SP, the parent–child relationship plays a vital role. While 
a memory bias can occur in how individuals recall the style of parenting that they 
received, individuals with SP usually describe their parents as lacking in emotional 
warmth, critical and overprotective (Arrindell, Emmelkamp, Monsma & Brilman, 1983). 
Arrindell et al. (1989) argue that, in comparison with individuals with agoraphobia, 
individuals with SP tend to perceive their parents more negatively in terms of their 
parenting style. A negative or neglectful parenting style is reported to have been 
experienced by 21% of people with SP (Shaw et al., 2006). An investigation of 
interactions between the three-year-old children and their parents revealed that the 
expression of shame can be the result of negative evaluation, criticism or the absence of 
positive evaluations by their parents (Alessandri & Lewis, 1993).  
Furthermore, parents of children with SP have been found to be isolated socially, 
intentionally shunning social situations and behaving in an avoidant manner, based on 
retrospective studies regarding child-rearing practices. Parents of SP children tend to 
have problem with SP themselves and, as a result, they are more concerned with their 
friends’ opinions than that of their children (Bruch & Heimberg, 1994). Having parents 
who are anxious and over-protective means that children are not actually provided with 
a suitable social growth-friendly environment, and tend to follow a maladaptive social 
interaction pattern (Brown, Craig, Harris, Handley & Harvey, 2007). 
The socialisation pattern and habits of parents with SP means that their children 
have fewer opportunities to learn about social situations; accordingly they develop 
negative anticipations of social interactions (Rapee, Schniering & Hudson, 2009), which 
leads them to avoid social interactions. The avoidance in turn leads them to minimise 
their opportunities for developing their social skills and meaningful relationships with 
peers. The negative attitude towards social interactions and related avoidance is 
invariably transferred from adults to their children. As a result, children unconsciously 
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start to worry about others’ opinions, and feel anxiety about obtaining social approval 
(Hudson & Rapee, 2002). 
2.4.3 Cultural factors 
Culture has been defined as the combination of a group or nation’s way of 
thinking, believing, feeling and acting (Swartz, 1997). A group’s life is reflected by 
their culture (Rozin, 2003). Culture is comprised of the language, religion and customs 
of the group, as well as their feelings and attitudes. Culture can be passed on through 
parents, schools, society and government. As each culture has a history, events in the 
culture become part the cumulative history (Pillai & Chaudhary, 2009). Geographical 
and ethnic boundaries are also known as culture and can distinguish groups from each 
other. Dimensions that distinguish cultures from each other include individualistic 
versus collective, industrialised versus agricultural, and simple versus complex 
(Triandis & Suh, 2002).  
The concept of ‘culture’ is enormously complex. In this respect, Stroh et al. 
(2002) recommends that in order to understand the term fully, a set of definitions, 
conceptualisations and dimensions should be used and explained. Ajiferuke and 
Boddewayn (1970) indicated that the concept has many meanings that defy a single all-
purpose definition. Tayed (1994) agreed that it is difficult to define and categorise. 
Brake et al. (1995) defined culture as the main values, attitudes, beliefs and patterns of 
thinking of a religion or society. Culture also can provide people with an identity which 
enables them to relate to each other and participate in norms and practices (Delong & 
Faley, 2000; Leidner & Kayworth, 2006). 
Psychological theory and practice can be applied to minimise or influence the 
effects of a culture (Berry, 1980; Lewis-Fernandez & Kleinman, 1994; Triandis & 
Brislin, 1984). Psychological mechanisms distinguish between cultures worldwide 
(Matsunaga, Kiriike, Matsui, Iwasaki & Stein, 2001; Rapee & Heimberg, 1997; Stein, 
1993), and cultural factors can be evident in the expression and experience of SP.  
The disorder criteria of SP can differ across countries and yet be similar across 
cultures. Individualistic and collectivist cultures have been shown to vary in terms of 
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their values. Whereas an individualistic society treats the lower level of social fear as 
distressing, a collectivist society considers the higher level of social fear to be 
distressing. An individualistic society is concerned with one’s rights while a collectivist 
society views a certain level of SP as normal. Thai parents are more concerned about 
when their children externalise behaviour, whereas internalisation is viewed more 
positively (Lambert, Weisz & Knight, 1989; Weisz, Sigman, Weiss & Mosk, 1993; 
Weisz, Suwanlert, Chaiyasit & Walter, 1987; Yeh & Weisz, 2001). Thus, SP is viewed 
as more of impairment in some societies than in others (Rapee & Spence, 2004). 
Research to date on SP has been characterised by conceptual, measurement, 
methodological, economic and pragmatic constraints, derived largely from Western 
cultural values. To overcome cultural barriers in the research field, psychological 
theories need to be tested in cross-cultural contexts. Through such cross-cultural 
application, understanding of the impact of trauma and other risk factors associated with 
children can be enhanced.  
A psychological or mental health perspective of SP can be complemented with 
sociological research findings for a fuller understanding of the condition. From a 
sociological perspective, Saudi culture is known for valuing cultural customs and rituals 
as well as discipline and compliance with moral codes (Kraidy, 2007). Compliance with 
even minor social rituals is expected based on age, sex and social status (Al-Hemaidi, 
2001). Chaleby (1987) argues that individuals with personality traits that are on the 
edge of societal norms could be vulnerable in terms of social activities, with 
implications for both health and emotional adjustment.  
Rapid social development, in terms of urbanisation and upward social mobility, 
is another issue to be considered when analysing Saudi Arabian societies (Dwairy & 
Achoui, 2006). Increasingly, people are moving to urban centres with modern facilities 
from rural areas, for example, the Bedouin. These migrations are accompanied by shifts 
in social values which should be taken into account in any study (Al-Saggaf, 2004). 
Arafa et al. (1992) found that individuals can struggle with expected norms and 
expectations in a highly pressurised and aspiring socio-economic environment, which 
leads to further avoidance of social activities. The potential connection between mental 
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well-being and socio-cultural factors should be considered, particularly for an issue like 
social phobia which depends strongly on social contexts. 
2.4.3.1 Social anxiety in individualistic and collectivistic countries  
It has been found that people who live in a single cultural entity tend to be 
insulated against social anxiety, whereas South Asian people (Heinrichs et al., 2006; 
Kleinknecht et al., 1997) who migrated to different European countries tend to be very 
vulnerable to social phobia (Hong et al., 2007; Norasakkunkit et al., 2002). 
The impact of cultural values on social anxiety is significant. Cultural norms are 
usually studied to find out about the impact (Heinrichs et al., 2006). Different methods 
are used to identify social anxiety from those used to identify persons who are socially 
withdrawn. Socially established behavioural norms are used to determine social anxiety 
among socially phobic people compared with among other people, with the objective of 
finding out whether they are accepted or not. Cross-cultural study has shown that in 
collectivist countries, adolescents suffer from social anxiety more than those in 
individualistic countries. It may be inferred that extremely authoritarian societies with 
extreme rules and regulations may contribute significantly to enduring social anxiety in 
adolescents.  
The data collected to date do not confirm this view completely. An analysis by 
Arrindell et al. (2005) and Hofsteade’s cultural dimensions applied to social fear and 
self-reported phobia show that there is no clear relationship between social anxiety and 
collectivist or individualistic social structures. The study by Heinrichs et al. (2006) 
shows a different picture, while Hong et al. (2007), Norasakkunkit et al. (2002) and 
Heine (2000) show that adolescents in collectivist societies, as found in Asian societies, 
are prone to more self-criticism and thus experience more anxiety than those in 
individualistic societies. While Asian countries are not necessarily more conducive to 
social anxiety, Furmark (2002) and Wittchen et al. (2003) show that some of the 
countries in this region may have low anxiety scores because of their social, cultural, 
behavioural and ideological structures (Rapee et al., 2004). These heterogeneous 
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findings suggest that more research needs to be done in this area in order to establish 
systematic knowledge.  
Within collectivist contexts, the literature on social anxiety in adolescents has 
concentrated on East Asian adolescents. Other collectivist countries which should be 
included are Latin American and African countries (Heinrichs et al., 2006; Hong et al., 
2007; Kleinknecht et al., 1997), but such findings should not be taken as a universal 
pattern. Allik and McCrae (2004) found that Latin American people share some of the 
anxiety-related traits found in European and North American peoples. More 
heterogeneous results were found in countries like Guatemala and Venezuela, where the 
lowest individualism scores out of eleven countries were found (Arrindell et al. 2005). 
In these countries social anxiety scores are comparatively lower. 
Because this study is located in a cross-cultural context, it is necessary to discuss 
cross-cultural theories. The most popular theory is advocated by Geerte Hofstede. His 
Cultural Dimensions Theory aims at systematic investigation of national cultures with a 
view to discovering the similarities and differences among nations’ values and cultures. 
Based on many years of empirical and rational observation, he developed six 
fundamental dimensions of values for analysing a country’s culture: Power/Distance; 
Individualism versus Collectivism; Masculinity versus Femininity; 
Uncertainty/Avoidance Index; Long Term Orientation; and Indulgence versus Restraint. 
Lugar (2002) argues that these dimensions have great usefulness in analysing the 
behavioural trends of human beings. The present study uses Hofstede’s synthesis of 
cross-cultural dimensions to examine the paradigms related to social anxiety and its 
effects on the adolescents in both the United Kingdom and Saudi Arabia.  
Individualism vs. collectivism refers to the degree to which individuals are 
integrated into groups. In individualistic societies, personal achievements and individual 
rights are the focus whereas in collectivist societies, the focus is on large extended 
families and loyalty to the group. The relationship between individualistic/collectivist 
values and social anxiety is not clear and has yet to be identified (Schreier et al., 2010). 
Heinrichs et al. (2006) found that higher levels of social anxiety occur in people from 
collectivistic countries than in those from individualistic countries. However, Arrindell 
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et al. (2005) found no significant association between individualistic countries and 
social fear symptoms. A review of the literature by Schreier et al. (2010) revealed little 
evidence of a response style related to collectivistic values that reflects higher levels of 
social anxiety. From a cross-cultural perspective, evidence is yet to be found that 
individualism and collectivism are useful analytical lenses for enhancing understanding 
of social anxiety expressed in different cultures. Even though the vast majority of 
contemporary research on social anxiety has been based on Western populations, 
increasing interest has been directed to examining social anxiety from a cross-cultural 
point of view.  
Kitayama, Mesquita and Karasawa (2006) found support for the hypothesis that 
Japanese culture encourages socially engaging emotions (e.g., friendly feelings and 
guilt), whilst the USA culture fosters socially disengaging emotions (e.g., pride and 
anger). They have also shown that Japanese and Americans are chronically motivated 
towards the very different goals of interdependence (e.g., social harmony) and 
independence (e.g., personal control), respectively.  
The individualism–collectivism dimension has been identified as mediating 
differences in the expression of social anxiety within two cultures that differ on this 
dimension (Kleinknecht et al., 1997). Zhou et al. (2008) argue that collectivist Asian 
cultures might foster feelings of social anxiety to a greater extent than more 
individualistic Western cultures. In collectivistic cultures, one construes the self as 
interdependent with one’s group, while the individualistic cultures foster an independent 
construal of self (see Kim et al., 1994; Markus & Kitayama, 1991; Triandis, 1989, 
1995). In other words, individualistic cultures, such as North America and many 
Western European countries tend to define the self as more individualistic or 
independent. It should be noted that these two culturally-defined views of self are not 
mutually exclusive (see Singelis, 1994). However, only one tendency seems to be 
predominant in a given culture. 
Reinforcing this trend, it has been widely observed that East Asian and Asian-
Americans report higher levels of social anxiety than do European-Americans 
particularly on measures of emotional distress (Okazaki, 1997). Norasakkunkit and 
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Kalick (2009) argue that cultural differences in measures of social anxiety do not 
necessarily represent cultural differences in emotional well-being. 
However, only East Asian countries as examples of collectivistic cultures have 
been included in most cross-cultural studies, while African countries have not been yet 
compared (e.g., Kleinknecht et al., 1997; Hong, 2007; Heinrichs et al., 2006). To the 
best of this researcher’s knowledge, no study has investigated this issue in Arabic 
countries. Thus, it seems reasonable to identify whether collectivistic countries such as 
Saudi Arabia show higher levels of social anxiety than do individualistic countries. To 
test the link between individualistic vs. collectivistic values and social anxiety, one 
collectivistic country, Saudi Arabia, is here compared with one individualistic European 
country, the UK. 
2.4.3.2 Taijin kyofusho and social anxiety 
Taijin kyofusho is a Japanese and Korean culture-bound form of social anxiety. 
Meaning “offensive type”, taijin kyofusho (TKS) appears in the fourth edition of the 
DSM-IV (APA, 1996, 2000) and in the ICD-10, where it is published as anthropophobia 
within social phobia (WHO, 1992). According to the DSM-IV, taijin kyofusho is 
characterised by persistent and extreme fears of one’s physical characteristics giving 
offense to others in social situations (e.g., blushing, gaze, or one’s body odour). Rather 
than embarrassing oneself, TKS involves the social fear of embarrassing others. Distress 
to the self is the focus of individualistic communities whereas distress to others is the 
concerns of collectivist communities (Dinnel, Kleinknecht & Tanaka-Matsumi, 2002). 
As a personal characteristic of Eastern communities, TKS is associated with a high level 
of interpersonal sensitivity (Kleinknecht, Dinnel, Kleinknecht, Hiruma & Harada, 1997).  
Further characteristics of this culture-bound disorder are a fear of social contact, 
extreme self-consciousness (concern about physical appearance, body odour, blushing), 
and the fear of contracting diseases (APA, 1994; Matsunaga et al., 2001). Links have 
been drawn between TSK in the East and social phobia (SP) in the West. The DSM-IV 
considers TKS to be a case of SP, known also as Social Anxiety Disorder. Similarities 
have been identified between SP in the DSM-IV and TKS, based on their psycho-
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biological and phenomenological aspects. This suggests that, while SP is a universal 
disorder, supported with some clear evidence, cultural variation shapes the expression 
of certain core mechanisms which might be connected with the social situation and 
related to self-perception and self-presentation (Matsunaga et al., 2001). According to 
epidemiological studies, the prevalence rate of SP is high in most countries (Weissman 
et al., 1996), with a number of features of SP found to be similar between countries, 
such as age of onset, sex, and psychiatric symptoms (Hollander et al., 1998; Stein, 
1993). 
The ICD-10 refers to the fear of social interaction (particularly with friends), 
extreme self-consciousness (related to physical appearance, body odour, blushing), and 
the fear of contracting diseases, although it does not describe this offensive variant of 
TKS. In addition to problems with face-to-face contact, descriptions of TKS include 
fear related to: (a) offending others by blushing, emitting offensive odours, and staring 
inappropriately; (b) offending others by presenting an improper facial expression, a 
blemish, or physical defect; (c) being strongly convinced of having offended others; and 
(d) being obsessed with feelings of shame (Kirmayer, 1991; Maeda and Nathan, 1999). 
Thus, the primary feature of TKS is related to the fear of offending others, excluding the 
criteria described in the ICD-10. In Japan, a number of cases of TKS related to the fear 
of offending were reported (Kirmayer, 1991) while some cases are being reported in 
Korea (Kasahara, 1988; Lee & Oh, 1999). TKS has been treated as a syndrome which is 
culture-bound because of paucity of the cases from counties other than Japan and Korea. 
The possibility of showing symptoms outside of Japan and Korea is, however, 
becoming more apparent. For instance, TKS has been found in the USA (Choy et al., 
2008; Clarvit et al., 1996; Kim et al., 2008). Thus, this syndrome may not be as 
culturally confined as previously assumed. 
The reason for TKS symptoms appearing in cultures outside of Japan and Korea 
may be attributable to the extent to which individuals construe themselves as 
independent versus interdependent. Self-to-collective relatedness and self-identification 
with social roles and relationships are highlighted with the interdependent self-construal. 
In contrast, independent self-construal accentuates individual autonomy, with the self-
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perceived as a circumscribed and separate from the collective (Markus & Kitayama, 
1991). A number of studies have found a positive relationship between TKS and 
interdependent self-construal, and a negative relationship between TKS and 
independent self-construal (Dinnel et al., 2002; Essau et al., 2011; Norasakkunkit et al., 
2012). Self-construals have been found to vary between both cultures and individuals 
(Hong et al., 2001). With various contextual cues, individuals can access various 
cultural scripts (Hong & Chiu, 2001; Ryder et al., 2011). Thus, those who have 
interdependent self-construals are more likely to have a fear of embarrassing others with 
their own behaviour. 
Little is known about cases of TKS in other countries, despite many cases being 
identified in the culture of Japan. Following the correlation between TKS and an 
interdependent self-construal (related to collectivistic cultures), TKS is understudied 
where it is expected that the symptoms would be found in so-called collectivistic 
countries (Kim et al., 1994; Markus & Kitayama, 1991; Triandis, 1989; Triandis et al., 
1995). Vriends, Novisnti and Hadiyona (2013) have studied so-called collectivist 
countries, such as Indonesia (Hofstede, 2001). In Indonesia, it can be expected that the 
number of TKS cases would be double those in Japan, as the population of Indonesia is 
twice that of Japan. According to Hofstede’s (1980) ranking, Indonesia is 47th among 53 
countries with individualistic cultures. Triandis et al. (1986) have found that in nine 
diverse nations, Indonesia is the least individualistic country.  
Within this context, Vriends, Novisnti and Hadiyona (2013) hypothesise that in 
Indonesia there is an emphasis on authority, social hierarchy, conformity, inequality, 
supervision and obedience, all of which indicate high power-distance. In social relations, 
the significance of living together in harmony is highlighted (Hofstede, 2001). 
Symptoms like TKS have been found in Indonesia; for example, a person has been 
found who avoids talking about his own feelings of shame and who avoids feelings of 
shame in others; he was a Javanese father of a schizophrenia patient (Zaumseil & 
Lessmann, 2007). With respect of interpersonal feelings, Indonesian social emotions 
were described, with the case in TKS. For instance, the Japanese term for social anxiety 
refers to “shame,” “embarrassment,” “shyness,” and “respect” (Al Jallad, 2002; Geertz, 
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1959), while the Balinese term “lek” refers to both “shame” and “stage fright” (Geertz, 
1973; Keeler, 1983), covering social anxiety, negative feelings and anxiety surrounding 
proper social performance in the face of authority, along with the desire to avoid 
negative confrontation related positive feelings. Additionally, it is a Javanese social 
convention to interact harmoniously and politely in face-to-face contact (Keeler, 1987) 
and to respect others, keeping one’s opinions to oneself and being indirect with words 
and actions (Mulder, 1992). A failure to maintain harmonious relationships is 
considered shameful. The Indonesian term “malu” refers to both the violation of 
personal norms and a recognition of status inferiority. In contrast, poor self-esteem and 
violations of personal norms are known as “shame” in Western societies (Budden, 2009; 
Fessler, 2004). 
2.5 The Impact of Culture on Social Anxiety 
Socially anxious individuals may develop different types of disorders which 
prevent them from becoming socialised and reciprocally connected. They cannot 
participate in the social functions because of their extreme self-centeredness (Spurr & 
Stopa, 2002). Cognitive models corroborate that self-centered persons tend to be highly 
affected by social anxiety (e.g., Clark & Wells, 1995; Rapee & Heimberg, 1997).  
Due to psychological disorder, the cognitive processing of socially anxious 
persons is biased, leading to unsound information processing. While research has been 
conducted on the processing of incoming information (Clark & McManus, 2002; 
Heinrichs & Hofmann, 2001), it has ignored the broader cognitive context in analysing 
the socially phobic. More research must be undertaken to determine how socially 
phobic individuals perceive their physical and social surroundings.  
Sex-based study of social phobia is an important paradigm. Research has shown 
that both males and females experience the same social-phobia traits but women are 
more vulnerable to social phobia (Kessler et al., 1994). Another study shows that men 
are very concerned about their phobia and are quicker to seek treatment than are women 
(APA, 1994). More sex-based study will give us substantial information about the 
parameters in which men and women operate.  
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Self-construals can be used to determine how a person becomes involved with 
others in different contexts of social functioning. In the USA, individuals are supported 
to establish their own world with complete self-control (Markus & Kitayama, 1991). 
This social construct enables the self and others to be clearly defined, and it clarifies the 
individual’s codes of assimilation into social life. In contrast, in the Asian context, 
social and cultural structures are built in such a way that everyone has to live for others. 
Individuals are guided by others in every sphere of life. As part of a society, the 
individual is connected as to a collective body with all the social and cultural organs. 
Thus, a person in this context cannot identify his or her own identity; rather they are 
expected to live with harmony with others through innumerable compromises.  
Research has found that interdependence can have a positive influence because 
in a collectivist society, a person can alleviate his or her social tension by mixing with 
others (Singelis & Sharkey, 1995). Conversely, independence may be a negative 
influence if it leads a person to polarise the self through alienation from the surrounding 
society. In such a context, the person becomes immune to social sensitivity and 
awareness. They face different types of social anxiety which a person in a more 
interdependent culture may avoid through connectivity (Dinnel, Kleinknecht & Tanaka-
Matsumi, 2002). 
Interestingly, Moscovitch et al. (2005) found a different correlation between 
interdependent and independent social structures, and social anxiety. They hypothesised 
that men in interdependent cultures suffer from more social anxiety than those in 
independent ones. For understanding individuals’ experience of social phobia, they 
advocate using self-discrepancy theory (e.g., Alden, Mellings & Ryder, 2001; 
Baumgardner & Brownlee, 1987; Carver & Scheier, 1981; Duval & Wicklund, 1972; 
Higgins, 1987; Leary, 2001). According to self-discrepancy theory, social anxiety 
results from the disparity between what people feel they can do and what is expected of 
them. When this disparity is large, the person develops social phobia (e.g., Alden & 
Wallace, 1991; Strauman, 1989; Weilage & Hope, 1999). In many contexts, boys are 
expected to attain independence and girls’ interdependence (Cross & Madson, 1997a, 
1997b). Moscovitch et al. (2005) argue that self-evaluation and social expectations are 
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interdependent. They show how Caucasian-American men became socially phobic 
because they wanted to be independent in a situation where they could not properly 
define their potentialities. Conversely, women who want to be interdependent are 
expected to ignore their own parameters of self. In the dominant cultural paradigm, both 
men and women suffer from social anxiety because they cannot properly internalise the 
social norms. Gilbert (2001) argues that socially phobic individuals are poor 
competitors in their socio-cultural environments. 
2.6 Validation of Instruments across Different Cultural Groups 
There are many reasons why a psychological test can be flawed (Samuda, 1998). 
The norms for which the tests have been designed have to be considered carefully. 
Norms could be based on factors such as age, sex, occupation or economic status. Tests 
cannot be administered to a population that is different from the norm population. For 
example, a test designed for adolescents cannot be administered on senior company 
managers or vice versa because the results of such administration would be faulty. Tests 
which are not culture-fair may also be flawed. Many psychological tests have been 
designed for Western populations and cannot be used appropriately on other cultures. 
There is a lack of information on the validity and reliability of relevant research 
instruments in Saudi Arabia. Language and cultural differences between English and 
Arabic and the United Kingdom and Arabic countries, respectively, make questionnaire 
translation difficult, and there is a risk that even those health questionnaire items that 
have been translated into Arabic are unreliable.  
As Berkanovic (1980) notes, adequate levels of instrument reliability might not 
be achieved when the instrument is translated; predictive relationships among the 
variables in one language may not be replicated during the translation process. 
Moreover, neither metric equivalency of translated measures nor that a given metric has 
the same meaning in a different culture should be assumed (Okasaki, 1995). Abdel-
Khalec and Soliman (1999) point out that the validation of instruments across different 
cultural groups is critical for ensuring the sensitivity of the measures to cultural variance 
in terms of the prevalence mental health difficulties, needs and interventions. Traube et 
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al. (2010) argue that the information provided by psychological questionnaires is critical 
for making diagnoses in individuals with mental health disorders, as well as for 
identifying those disorders that require immediate intervention. Draguns (1990) 
questions the validity of using instruments that are strongly rooted in Western culture in 
cross-cultural studies. There is a need to increase attention paid to assessment methods 
across different cultures (Okasaki, 1995). 
2.7 Social Anxiety in Collectivistic Countries  
This section addresses social anxiety specifically within the context of 
collectivistic societies. 
2.7.1 Sex and age in cross-cultural contexts  
Any study of cultural differences should include consideration of sex and age. A 
study of US college students found that sex plays an important role in determining the 
relationship between social anxiety and self-control. A negative relationship between 
social anxiety and self-construal was found in males, whereas a positive relationship 
was reported in females (Moscovitch et al., 2005). Age is similarly important in 
determining the relationship between social anxiety and self-control in both collectivist 
and individualist countries (Heinrichs et al., 2006). Community studies have indicated 
that social anxiety is a constant experience of women and children (Furmark, 2002). 
These findings suggest that sex and age must be taken into consideration when 
researching social anxiety in children in cross-cultural contexts with different social 
norms.  
In Western cultures, men tend to be more worried and anxious than women, and 
especially male adolescents living in collectivist Western and Eastern societies. 
Adolescents from Eastern societies living abroad in Western societies regulate their 
emotional processes differently without expressing their feelings of anxiety (Dwairy et 
al., 2006). They tend to succeed in school for the sake of getting work opportunities, 
and this puts pressure on their levels of anxiety. Similarly, Peleg (2002, 2006) found 
that male Arab adolescents have high levels of social anxiety.  
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Markus and Kitayama (1991) and Singelis (1994) found that the values, norms, 
practices and corresponding socialisation goals differ between East Asian and Western 
groups. They added that Western societies value autonomy, uniqueness, personal rights 
and achievement. Clark (2001) notes that individualistic values bring about Western 
standards of social behaviour such as assertiveness, effective communication and 
competitiveness.  
Chen (2000) and Nisbett (2003) found that children in Western societies are 
more socialised and competent to achieve positive perceptions of the self than their 
counterparts in Eastern societies, because of differences in cultural values. Okazaki 
(1997) holds that the East Asian goal of socialisation is reflected in their collectivistic 
values to maintain interpersonal harmony, social cues, judgements of others and 
emotional restraint. Social anxiety in Eastern societies is often conveyed through eye-
gaze aversion, low levels of assertiveness and a propensity to silence (Baker & 
Edelmann, 2002; Beidel & Turner, 1999). Western theorists describe these behaviours 
as anxiety-driven and with the purpose of protecting the self from rejection (Clark & 
Wells, 1995). 
Integrating these lines of research suggests the possibility that Eastern norms for 
social behaviour might overlap with the Western construct of social anxiety. From this 
perspective, adolescents may endorse questionnaire items about social anxiety because 
behaviours that are associated with Western social anxiety are more normative in 
Eastern contexts. 
2.7.2 Cultural background of social anxiety among Arab adolescents 
In the cultural context of Arabian countries, adolescents are arguably not free 
from collectivist perceptions of society. Because of their extreme loyalty to family 
(Khattab, 2003; Peleg, 2010; Peleg, Klingman & Nahhas, 2003), they cannot exercise 
their freedom in attaining their own autonomous integrity. In Arab societies, honour is 
in constant symbiosis (Lev-Wiesel & Alean, 1999) with the social, political, cultural 
and ideological spheres. Minority groups in Arab countries are reported to suffer from 
social phobia to a greater extent than the larger community, for example, minority 
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groups in Israel suffer from higher social phobia than the larger community (Peleg-
Popko et al., 2003). 
2.7.3 Social phobia among students in Arab countries  
Various studies have found that social phobia triggers negative evaluation by 
others (Stein et al., 2005), with adverse consequences for the individual’s educational 
and professional careers (Verger et al., 2010). It also affects their interpersonal 
relationships and reduces their quality of life (QoL) (Olatunji et al., 2007). Studies on 
SP are rare even in developed countries. A study on social phobia in high-school 
students was conducted by Al-Hinai et al. (2006) in two different Arab countries. In the 
United Arab Emirates, the percentage of socially phobic students was 7.8%, while in 
Egypt, it was 13%. Other researches show that social phobia reduces QoL significantly 
(van Ameringen, Mancini & Farvolden, 2003) and, as argued above, social norms also 
play an important role in triggering social phobia in individuals. Lack of relationships 
with others can be a catalyst for social phobia (Olantuji, 2007). It affects the social 
functioning of sufferers (Olatunji, Cisler & Tolin, 2007) but proper treatment can lessen 
its negative impacts (Keller, 2006). 
2.8 Social Phobia in Saudi Arabia 
In Saudi Arabia, most of the research papers published are in Arabic with very 
few in English. An analysis of these research studies reveals that social phobia has been 
investigated in terms of: parenting style, other disorders, personality traits, or evaluation 
of therapeutic interventions. Common variables studied include sex, age, academic 
achievement and the economic status. The outcomes of these studies are most relevant 
when compared with findings from the West. As far as can be ascertained, no studies 
have yet been published in Saudi Arabia on the mental health of children or adolescents. 
The above review has dealt mainly with English publications, thus only the related 
issues are presented in this section. An initial Saudi study was published on emotional 
disorders in adults, by Chaleby (1987), based on an out-patient clinic sample. The 
researcher found the rate of social phobia among adults is around 13%. This sample was, 
however, mostly male, unmarried, with a relatively highly socio-economic status. 
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Another study by Chaleby and Raslan (1990) conducted in Saudi Arabia found that SP 
was highly comorbid with other mental health disorders. The sample was from a private 
and specialised hospital setting, and based on self-selection, following other service-
based studies. 
Afara et al. (1992) conducted a third study which replicated previous findings 
about the high prevalence of SP in Saudi Arabia. A comparative study was conducted 
by Al-Khodair and Freeman (1997) comparing SP in two countries, Scotland and Saudi 
Arabia, in terms of treatment age, illness duration, co-morbid panic disorder, alcohol 
problems, depression and situations related to society. The course of the disorder and 
assessment age differed between the two. The Saudi sample showed a younger age of 
onset and shorter duration of the disorder, while the Scottish sample had significantly 
higher anticipatory fears, more panic attacks, more agoraphobia, and a greater history of 
depression, alcohol abuse, and usage of psychiatric drugs. Saudis felt more comfortable 
with younger aged people whereas there was no such effect in the Scottish sample. This 
suggests that SP is affected by cultural factors.  
A study has been conducted to determine the relationship between depression 
symptoms and the severity of the SP in a predominantly male, clinical sample (Bassiony, 
2005). It was found that 59% of the patients with SP also had other psychiatric disorders. 
Of those, 41% had depression, while 92% developed depression after developing SP.  
A study of an aetiological model of SP and other related phobias in Saudi Arabia 
was conducted by Al Zahrani (2007). Negative evaluation and victimisation were found 
to be important reasons for developing social phobia in early life as well as in in later 
life. Another study, of Saudi psychiatric out-patients, to examine the demographic, 
prevalence and clinical characteristics of SP over a period of one month was conducted 
by El-Tantawy, Raya, Al-Yahya and Zaki (2010). Social phobia of one month’s 
duration was found in 5.63% of the sample. Compared to major depression, higher rates 
of dysthymic disorder have been found among SP patients, while low levels of 
extroversion and higher level of neuroticism were also found in these patients.  
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2.8.1 Outcome and prognosis 
Lower recovery rates and poorer outcome have been linked with an earlier age 
of SP onset (Davidson, Marshall, Tomarken & Henriques, 2000; DeWit et al., 2005; 
Mersch, Emmelkamp & Lips, 1991). Adult patients with SP tend to have co-occurring 
personality disorders. Angst (1993) has found other anxiety disorders co-occuring with 
SP, while Chartier et al. (2003) found that SP co-occurs with mood disorder. Body 
dysmorphic disorder can be an additional cause of social avoidance and when it co-
occurs with SP it might hinder improvement in mental health. SP might appear as a life-
long problem with fluctuations in its severity (APA, 1994). Supported by clinical 
investigations, several studies have stated that the recovery possibilities for SP are less 
than those for other anxiety disorders (Bruce et al., 2005; Yonkers, Bruce, Dyck & 
Keller, 2003). Additionally, studies using retrospective data, and cross-sectional 
population studies, support the view that SP has a long-lasting course (Chartier, Walker 
& Stein, 2001; Davidson et al., 1993; Ruscio et al., 2008). On the other hand, some 
studies have suggested a better prognosis of spontaneous recovery (Degonda, Wyss & 
Angst, 1993; Vriends et al., 2007). However, no long-term study has been conducted 
with children. 
2.9 Interpersonal Consequences of Social Anxiety 
Individuals with social anxiety worry about social outcomes, and these worries 
manifest in behaviour (Leary & Kowalski, 1995a) which may have far-reaching 
implications for social outcomes. The anecdotal observation that non-anxious people 
experience interactions with socially anxious people as “odd” or “off” (Barlow, 2002) 
has spurred a body of work aimed at understanding the social consequences of social 
anxiety. Much of it has focused on acute arousal and anxiety-related cognitions 
experienced by people with the disorder. Less is known about the intrapersonal aspects 
of social anxiety which have interpersonal consequences, such as how the experience of 
interaction affects how relationships develop.  
Although individuals with social anxiety are motivated to avoid self-disclosure 
(Clark & Wells, 1995), it may be the case that self-focus interferes with this desire, 
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particularly in unstructured situations in which participants’ behaviour is not guided by 
explicit rules. For example, studies have shown that anxious individuals disclose less in 
structured situations designed to elicit disclosure (DePaullo, Epstein & LeMay, 1990; 
Meleshko & Alden, 1993), although naturalistic studies have failed to replicate this 
finding (Reno & Kenny, 1992; Thompson & Rapee, 2002). 
One reason for the discrepancy may be that shy or anxious individuals are less 
likely to direct conversation during naturalistic social interactions (Pilkonis, 1977). 
Reticence to do so may have paradoxical effects, in that those who fail to direct 
conversation may find themselves answering more questions and revealing more 
personal information than they would like to. 
Another consequence of self-focused attention may be increased awareness of 
anxious arousal. To allay this anxiety, socially anxious individuals report engaging in 
actions designed to forestall the occurrence of feared social outcomes (Clark & Wells, 
1995; Wells, Clark, Salkovskis & Ludgate, 1995). One such anxiety-regulation strategy 
may be to engage in “checking” behaviour to ascertain the likelihood of a feared 
outcome (Mennin, Heimberg, Turk & Fresco, 2002). Excessive worry, along with the 
perception that outcomes are controllable, both elements of social anxiety (e.g., Leary & 
Kowalski, 1995b), has been related to compulsive checking in generalised anxiety and 
obsessive-compulsive disorders (Mennin et al., 2002). In addition, one might expect 
individuals with social anxiety to seek affirmation or reassurance at higher rates than 
non-anxious individuals. 
Another aspect of social anxiety which need more disambiguation in the 
literature is the inadvertent communication of stress in SP individuals. Individuals with 
social anxiety may inadvertently communicate the distress of which they are so keenly 
aware (Keltner & Haidt, 1999). Fidgeting, for example, signals psychomotor agitation 
(Okazaki, Liu, Longworth & Minn, 2002) and may be elevated in individuals with 
social anxiety. Frowns also indicate negative affect (Ekman, 1992) and may, therefore, 
be elevated. Moreover, general anxiety is associated with reductions in smiling (Field et 
al., 2005; Yovetich, Dale & Hudak, 1990).  
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In sum, the effects of self-focus in social anxiety may lead to a subtle 
reinforcement of anxiety-related cognitions. Studies suggest that willingness to engage 
in a future interaction with someone is related to that individual’s interpersonal 
behaviour, including communication of positive emotion (Berry & Hansen, 1996), and 
the degree to which interaction is perceived as being smooth and coordinated (Cappella, 
1997). If the presence of social anxiety disrupts these aspects of social behaviour, 
individuals with social anxiety may inadvertently provoke the very negative perceptions 
that they seek to avoid. 
2.10 Social Anxiety and Quality of Life 
When children suffer from social anxiety, they are seen to be very vulnerable in 
different performance situations. Subject to impaired social functioning, they suffer 
more than a person with normal behaviour (Liebowitz, Gorman, Fyer & Klein, 1985; 
Schneier et al., 1994; Turner, Beidel, Dancu & Keys, 1986). Their educational career 
may be poor and they may show poor job performance (Schneier et al., 1994; Stein & 
Kean, 2000; Wittchen, Fuetsch, Sonntag, Muller & Liebowitz, 1999). A social anxiety 
disorder may develop, which may include anxiety about being married (Schneier, 
Johnson, Hornig, Liebowitz & Weissman, 1992). In addition, a person with social 
anxiety disorder tends to depend more on medical services and other welfare institutions 
than those without this order (Davidson, Hughes, George & Blazer, 1993; Schneier et 
al., 1992).  
Cognitive-behavioural therapies are strongly linked with life satisfaction as CBT 
can determine the person’s cognitively-mediated interpretations, shaped by their own 
paradigms. Application of cognitive-behavioural group therapy (CBGT) can improve 
the quality of life of the person suffering from social anxiety disorder (Safren, 
Heimberg, Brown & Holle, 1997).  
Given that CBGT can improve the life satisfaction of those suffering from social 
anxiety disorder; it may be questioned to what extent it can impact on the global index 
of life satisfaction (Eng et al., 2005). Life satisfaction may differ from place to place 
depending on parameters used to measure it, such as work functioning, interpersonal 
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functioning and health. Due to individual satisfaction levels in each domain, the 
combination of individual scores may be different to the totality. Development in a 
particular domain may affect that in another domain without effecting substantial 
changes in the remaining domains; more analyses are required regarding CBT to 
disambiguate the relationships between the different domains. Social Anxiety Disorder 
(SAD) is associated with diminished quality of life (QoL) (Stein et al., 2000; Wittchen 
et al., 2000), both in terms of the individual’s subjective and objective views on the 
satisfaction of life.  
2.10.1 Quality of life of individuals with social phobia 
Those with SP often have difficulty adjusting to societal institutions, such as 
marriage, parenting and family (Peleg-Popko & Dar, 2001; Wittchen et al., 2000). They 
are afraid of assimilating and affiliating themselves with other members of society. 
Thus they become alienated and self-centered. Usually financially less independent than 
their healthier counterparts, they often have to depend largely on different social 
supports because of their meagre income and poor education (Kessler et al., 1994; 
Schneier et al., 1992). Experiencing a life time of psychiatric trauma (Chavira et al., 
2004; Moscovitcha et al., 2005), they are likely to abuse substances (Hugh & Kathleen, 
2003; Marshall, 1994). All of these negative attributes can contribute to poor mental 
health in a person with social phobia (Beidel et al., 2007; Katzelnick et al., 2001). 
With a view to getting an accurate picture of the socially phobic person’s health, 
their quality of life should be taken into consideration. There are various ways of 
measuring the quality of life (QoL) (Gladis et al., 1999). One way is to take the 
individual’s subjective views into consideration regarding QoL (Mendlowicz & Stein, 
2000). Subjective views include perceptions of social relationships, physical health, 
functioning in daily activities and work, economic status, and an overall sense of well-
being (Patrick & Erickson, 1988). Individuals considered to have low quality of life are 
those with depressive disorder (Pyne et al., 1997), those with obsessive-compulsive 
disorder (OCD) (Koran et al., 1996), and those with panic disorder (Rubin et al., 2000). 
In addition, other forms of anxiety and affective disorders are associated with a poorer 
quality of life.  
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However, the quality of life among those with social anxiety has not been well 
studied (Schneier et al., 1994; Wittchen & Beloch, 1996). The studies undertaken to 
date show that social phobia causes physical, social and psychosocial impairments in a 
person. Quality of life is linked with the severity of social phobia (Safren et al., 1997). 
As observed by Antony et al. (1998), SP affects the daily functioning of a person and 
thus hampers the attainment of a good quality of life. The world they live seems to be 
an illusion to them, and it can be difficult for them to fulfil their potentialities in this 
environment.  
2.10.2 Life satisfaction in students with social anxiety 
Social anxiety and quality of life are inextricably related, with an inverse 
relationship between the two. The human tendency is to achieve life satisfaction by 
fulfilling the demands of life (Tariq, 2011). Although Mahmoud (2011) espouses a 
different view of the relationship between life satisfaction and social anxiety, it can be 
universally accepted that these two variables have a reciprocal relationship. Level of life 
satisfaction is determined by the cognitive evaluation of life’s demands (Diener, Suh, 
Lucas & Smith, 1999) as required in a particular cultural context. This definition is also 
espoused by Diener and Biswas-Diener (2008) who hold that life satisfaction refers not 
only to the material necessities of life but also to abstract elements such as interpersonal 
relations. Because social anxiety works as a barrier to meeting the demands of life 
(Ledley & Heimberg, 2006; Mattick and Clarke, 1998), it can be said that life 
satisfaction and social anxiety are contrasting forces within an individual. 
2.11 Social Interaction Anxiety among Adolescents 
In the USA, Europe and New Zealand, the estimated rate of social phobia ranges 
from 0.5 to 11.1% (Feehan et al., 1994; Wells et al., 2006). Adolescents with social 
anxiety usually suffer from impaired psychosocial functioning, disruptions in social 
development and interaction skills, poor academic performance, depression, and 
substance use (Inderbitzen-Nolan & Walters, 2000; Strahan, 2003). 
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Social anxiety in adolescents may be related to the socio-economic status of the 
family (Costello et al., 2003; Canino et al., 2004). A study in the Netherlands by van 
Oort et al. (2011) shows that parents with low income may impose social anxiety on 
their adolescent offspring directly or indirectly. This has been found to occur in 
different age groups (Harter, 1982; McCauley et al., 1999). Financial means can 
contribute to a person’s self-esteem which plays an important role in developing one’s 
personality. Lack of self-esteem is also found to be a prominent factor in giving rise to 
anxiety, and this anxiety can be reduced when the individual fulfil other demands in 
their social and cultural paradigms (van Oort et al., 2011). 
2.11.1 Emotions involved in social anxiety and social interaction 
Studies have shown that people with SP suffer from being negatively evaluated 
in the different social situations to which they are exposed (Morrison & Heimberg, 
2013). They fear that they will be rejected if their flaws are uncovered, so their anxiety 
level begins to increase. The emotion of anger has been found to contribute to social 
anxiety (Peng et al., 2011), although anger in relation to social anxiety has not been as 
well researched as other risk factors (Nigg, 2006; Keeley & Storch, 2009). People with 
SAD cannot identify their own emotions, unlike their healthy counterparts, and they 
also cannot describe them, unlike those with generalised anxiety disorder (Turk, 
Heimberg, Luterek, Mennin & Fresco, 2005).  
According to Kashdan and Farmer (2014), social interactions are experienced as 
stressful to the socially phobic. They therefore struggle to determine the primal 
emotions of happiness and sadness. They live in their own world, paying little attention 
to the world around them, and their particular interpretations are constantly opposed by 
‘reality’.  
People with SP struggle to adapt themselves to social situations as they are 
afraid of social failure (Schlenker & Leary, 1982). Their cognitions compel them to 
avoid social situations (Clark & Wells, 1995). They begin to anticipate upcoming 
situations and over-emphasise the anxiety-related factors, suggesting biases in cognitive 
appraisal (Goldin, Manber-Ball, Werner, Heimberg & Gross, 2009). They are not able 
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to discriminate between different unpleasant states and try to avoid them. They are 
unable to use cognitive reappraisal as effectively as their healthy counterparts (Werner, 
Goldin, Ball, Heimberg & Gross, 2011). 
In addition, they tend to consider positive emotions as threatening (Turk et al., 
2005). Thus, people suffering from social phobia develop the tendency to cancel both 
positive and negative emotional paradigms, using cognitive mechanisms to avoid social 
situations. These coping methods are ineffective (e.g., Farmer & Kashdan, 2012; 
Kashdan, Morina & Priebe, 2009; Kashdan & Steger, 2006) because the individual 
rejects the ways of perceiving and responding to emotions, both positive and negative.  
Medical study shows that individuals suffering from social phobia have different 
types of symptoms such as blushing, tremors, sweating, muscle tension, palpitations and 
gastro-intestinal discomfort (Beidel, 1998; Beidel et al., 1991; Turner et al., 1986). To 
avoid these situations, those suffering from social phobia tend to avoid all social 
functioning (Ballenger et al., 1998) and thus cannot develop their social interactions.  
2.12 Summary 
The literature reviewed in this chapter indicates that patients with social anxiety 
significantly reported their quality of life to be poor and negatively related to social 
anxiety. Previous studies reported that the age of onset of social anxiety has been found 
to be late adolescence or early adulthood. In the remainder of this section, less is known 
about the intrapersonal aspects of social anxiety which have interpersonal consequences, 
such as how the experience of interaction affects how relationships develop. In this 
chapter, a number of factors were shown to increase the risk for having social anxiety 
during adolescent’s stage. Thus, highlighting the importance of considering interaction 
between adolescents and their environment was discussed in this chapter. The next 
chapter discusses the background of Saudi Arabia. 
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CHAPTER THREE  
3 BACKGROUND OF SAUDI ARABIA 
3.1 Overview  
This chapter highlights the background of the largest part of the Arabian 
Peninsula which is occupied by the Kingdom of Saudi Arabia. This is a point of 
worldwide attention with two important sites of Islam: Makkah and Medina. The 
country was founded as a state of religion (Al-Rasheed, 2002), with Islamic preaching 
by the Prophet Mohammed beginning in Makkah. Saudi’s people are almost all 
Muslims. According to a 2010 official report, the population in Saudi Arabia was 
27,136,977, including 18,707,576 Saudis and 8,429,401 non-Saudis. The growth rate is 
3.2% per annum (Ministry of Economy and Planning, 2010). This is a large country, of 
2,217,950 square kilometres (Niblock & Malik, 2007), and it includes variety in 
geography and climate, although a major characteristic is the desert climate (Niblock, 
2006). 
3.2 Saudi Arabian Society  
Saudi society is based on the extended family. The family is usually comprised 
of the couple and their unmarried offspring along with their married sons- and 
daughters-in-law and grandchildren (Yamani, 2000). In a short period, Saudi society has 
seen rapid changes and development. The economic and social changes have impacted 
on the family with implications for society (Almalki, FitzGerald & Clark, 2011). 
Extended families were dominant in the pre-oil society. However, this influence is now 
declining in urban areas. Large parts of the population from rural areas, such as the 
Bedouin, have already moved to inner-city areas in order to access education and 
employment opportunities along with intention of getting better services. With the move 
away from traditional family systems and social networks, people are increasingly 
setting up smaller families in urban areas as a result of the geo-demographic changes 
(Al-Khateed, 2008). Individual property ownership has increased due to the decline in 
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extended families (Rawas, Yates, Windsor & Clark, 2012). The separation of work and 
home life has severely disturbed the functions of family in educational, religious and 
community domains compared with the traditional family system. Moreover, productive 
capacity and the currency are not as stable as they were before (Al-Khateeb, 2008). 
Determination of one’s social status was influenced by the family name. However, 
today a good education and job, and social networks influence the patronage system 
(Esmaeili, 2009). 
3.3 Social Phobia and the Role of Women in Saudi Society 
Economically and politically, Arab and Islamic society offers few opportunities 
for their women (Douki, Ben Zineb, Nacef & Halbreich, 2007) although the holy Quran 
emphasises the care and protection of women in Islam. How men and women should 
come together is described by the holy Quran as follows: “They are a libaas [protection] 
for you and you are the same for them”, while Allah is said to say: “And among his 
signs is this that he created for you wives from among yourselves that you may find 
repose in them, and he has put between you affection and mercy” (Sûrat Al Rum, 30:21). 
Protecting and beautifying one another is also mentioned here, as well as supporting, 
working and acting on behalf of the other (Al-Sadlaan, 1996). Thus, women in Islamic 
society should be treated according to these prescriptions. In the traditional system, men 
usually provide financial support to their family by working outside the home, while 
women work in the home and take care of the children and house. They also provide 
emotional support to their husbands (Fargues, 2003). However, recent socio-economic 
changes have transformed these roles such that women are now engaging in the main 
work force at an increasing rate (Metcalfe, 2008). 
Economic, political or social spheres in Saudi Arabia have been affected by 
rapid development of the oil industry along with recruitment of labour from Western 
and other Arabic countries. The construction industry has expanded and lifestyles are 
increasingly diverging (Hamdan, 2005). The communication revolution including the 
internet, satellite broadcasting and Gulf war has initiated further changes. Finally, 
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change can be seen in media discussion regarding women’s rights and their presence in 
male-dominated jobs (Jamjoom, 2010). 
Indicating that their lifestyle is changing, women are already in the process of 
gaining various freedoms such as the vote, driving their own cars and travelling alone in 
neighbouring Arab countries (Omair, 2008). However, there is still not complete 
religious and cultural approval of the changes in roles of women in Saudi Arabia, which 
are proving different from those of other Arab countries. Despite work in banks, 
hospitals and schools there is a social conflict concerning women working with men 
(Basaffar, 2012). Contacting male colleagues via telephone, e-mail and internet is 
observed and separate working areas are in place. Thus, the role of women is largely 
marginal (Hilsdon & Rozario, 2006). Women are denied employment opportunities 
following the lack of freedom and strict Islamic code. The occupations popular with 
females are over-subscribed (Omair, 2008). 
Similar sex segregation applies in social affairs. They can meet other women in 
shops, cafés, restaurants and clubs provided they are with a male relative (Vogel, 2000). 
As argued in chapter one, socio-cultural contexts affect the symptoms or attributes of 
social phobia. Western media portray shyness in women as an undesirable quality or a 
sign of oppression, whereas Islamic and Arabic society considers this a positive quality 
(Al-Khodair & Freeman, 1997). Birenbaum and Nasser (2006) found that in some Arab 
countries, girls are considered a liability and boys an asset. Dependency and obedience 
are considered to be important feminine attributes in Arabic tradition, during their 
upbringing. In rural areas where the Bedouins live, it is believed that the function of 
women is to produce and take care of their children (Hamdan, 2005). This situation is 
changing. Rising numbers of educated women are changing the limited role of women 
in the family and society (Doumato, 2003), with more women enrolling in education, 
joining the work force, and participating in decision-making processes in public and 
private sectors (Al-Ahmadi, 2011) – education and employment being the main tools of 
empowerment and active participation (Hilsdon & Rozario, 2006). A gradual but steady 
development in women’s empowerment is evident nowadays in that many high-level 
positions are now being occupied by women (Basaffar, 2012). 
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Despite the growing participation of women in the male-dominated and 
patriarchal society of Saudi Arabia (Omair, 2008), changes in domestic work are 
negligible. Shopping and supervision of children’s homework, previously conducted by 
men, are now included in women’s family tasks (Douki et al., 2007). In Saudi Arabia 
and other Arab countries, women need to seek permission from their guardian or 
husband to travel overseas (Metcalfe, 2008). Migration from rural to urban areas is also 
influencing societal rules (Calvert & AlShetaiwi, 2002). 
Sociological research has been conducted on societal attitudes in Saudi Arabia. 
Men usually are considered to hold the tribal and patriarchal powers of decision-making 
(Hamdan, 2005). Now, women are taking part in decision-making processes which were 
exclusively limited to men in the past (Al-Ahmadi, 2011). Two broad attitudes exist in 
Saudi Arabian society. Part of their community wants their women to participate in 
education, employment, driving and politics by following rules of Islam to bring out 
changes in the customs and norms of society (Basaffar, 2012). Another part believes 
that women’s rightful place is in the home, being protected and guided by men. These 
two different views are influencing laws and implementation of social changes in 
everyday life (Jamjoom, 2010). 
As Saudi women are traditionally shy and religious, it is relevant to link the 
above sociological perspective with their mental health, to determine which 
interpersonal or social situations are related to anxiety (Al-Khodair & Freeman, 1997). 
Although women there do not have much exposure to such situations, feminine shyness 
can be interpreted as anxiety. In daily functioning, women might not consider that their 
anxiety is having an impact on themselves (Ahmed & Alansari, 2004). Little is known 
about women’s anxiety in Saudi culture compared to men’s. Existing findings about 
parenting capacity and psychopathology need to be applied to the Saudi context. The 
following section discusses the mental health related services provided in Saudi Arabia. 
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3.4 Young people Mental Health Problems and Services in Saudi 
Arabia 
As in other Arab countries, many Saudis have limited awareness about mental 
health and related services, which have developed slowly (Abolfotouh, 1997; Al-
Krenawi & Graham, 2000; El-Islam, 1982). Comprehensive epidemiological 
substantiation of the prevalence of psychological health problems is required for the 
establishment of service related to mental health. Saudi children are not commonly 
referred to psychiatric services, but when they are, usual reasons include behavioural 
and emotional problems; a family history of mental illness; lack of established organic 
causes for physical symptoms; difficulties in adjusting to chronic or recurrent illness; 
and suspected abuse or neglect (Al-Haidar, 2003). 
In Australia, one in six secondary school students (18%) has been diagnosed 
with psychological distress (van de Ven et al., 2002), whereas in the UK one in ten 
children has mental health problems (Ford, Goodman & Meltzer, 2003). According to a 
study by WHO (2002), around 10% to 20% of the children have at least one mental 
health problem. For adults, almost half have been identified with onset of symptoms in 
childhood. For adolescents, there is evidence that stress levels are rising (Al-Gelban, 
2007; Brooks, Harris, Thrall & Woods, 2002; Pollock, Rosenbaum, Marrs, Miller & 
Biederman, 1995). 
The Saudi population has a high percentage of young people. According to the 
Ministry of Economy and Planning (2010), 47% of Saudis are under the age of 15 years, 
60% are under the age of 30. It was found that 8.3% of students (94.4% being children 
and 5.6% adolescents) suffer from emotional and behavioural problems (Abdel-Fattah 
et al., 2004). This finding is consistent with other studies in low/middle income and 
Western countries. There is a dearth of psychiatrists and general practitioners with 
mental-healthcare training (Al-Faris et al., 1997).  
According to the Ministry of Health (MOH) in Saudi Arabia, primary health 
care centres give referrals to general or specialist hospitals, to diagnose and treat health 
conditions, especially chronic and widespread ones such as cancer, heart disease, 
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diabetes, obesity and psychiatric disorders. The number of primary health care centres 
has been increasing in all areas of Saudi Arabia and there are now 2,094 centres (MOH, 
2009). The doctors and healthcare staff are trained to provide services in these centres. 
Specialists from abroad are recruited and scholarships awarded to specialists. Twenty-
one specialised mental health hospitals across the Kingdom have initiated mental-health 
service improvements (MOH, 2009). As there are not any specialists for child and 
adolescent mental health, they are usually referred to the psychiatry departments with 
adults. 
3.5 Saudi Arabian Culture 
An essential objective of this section is to clarify the meaning of the term 
“culture” and its implications for Arabic countries and Saudi Arabia in particular. In this 
respect, it may be asked whether organisational culture differs between countries. 
Hofstede’s cultural dimensions are not used individually but apply to the analysis of 
norms, for example, of Arab countries. The findings of the present study should 
contribute to our understanding of how the culture in influences social performance and 
evaluation, and how interpretation of social interactions can be modified so that they 
have less negative effects. 
3.6 Political, Legal and Economic Framework 
Saudi Arabia is a monarchy, and its government consists of executive, 
legislative and judicial branches (US Department of State, 2010). The executive branch 
is headed by the King and Prime Minister serving as the state chief and government 
head under the title of Custodian of the two Holy Mosques (CIA, 2011). The monarch 
usually appoints the executive cabinet for four-year terms (Council of Ministers and 
Members) most of whom are from the royal family (CIA, 2011). The Consultative 
Council or Majlis al-Shura is known as the legislative branch, which consists of a 
chairman and 150 members who are appointed. A particular committee is assigned to 
handle commercial disputes in business contracts. In March 2010, the Supreme Judicial 
Council opened commercial courts in the major cities in Saudi Arabia (CIA, 2011; 
Fakkar, 2010). 
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Saudi Arabian culture as well that of other countries in the Arab Peninsula have 
all been shaped by Islamic religion (Achoui, 2003). Long (2005) notes that almost 
everyone in Saudi Arabia is identified as a Muslim, and government legislation is based 
on Islamic religious law, namly the Shari’a. Undoubtedly, Saudi culture and law and 
Islamic religious teachings have an influence on quality of life, relationships and social 
phobia. Unfortunately, social anxiety in Saudi Arabia is still a common phenomenon, 
particularly among adolescents, in spite of the strictness of the Islamic law and culture. 
3.7 National Culture  
Hofstede (1990, 1991, 2001) defines national culture as a variety of collective 
mental programming presented by different nationalities with different attitudes, values, 
behaviours, competences and perceptions. This broad meaning is supported by Dedouss 
(2004), Shahin and Wright (2004) and Tayeb (1996). In contrast, Fukuyarna (1995) 
defined national culture as a set of inherited ethical habits with repeated ideas, values, 
images and social opinions, which vary from one culture to another.  
3.8 Cultural Background  
According to the Arabic collective culture system, both the extended and nuclear 
families are very well related to each other as groups more than as individuals (Dwairy 
& Dor, 2009). Many researchers, foreign or Arabic, value those who demonstrate and 
achieve group autonomy through their loyalty to their families (Peleg-Popko, Klingman 
& Nahhas, 2003; Peleg, 2010). In order to emphasise this, Lev-Wiesel and Alean (1999) 
indicated that both individual and family honours covered all aspects of social and 
economic life and are in constant symbiosis.  
3.9 Social Values relating to Individualism and Collectivism  
Markus and Kitayama (1991, 1994) hold that both individualism and 
collectivism emphasise different levels of interdependence among the individuals and 
interlocking responsibilities and the obligations of the family as a social unit. In the 
USA and UK, individualistic cultures predominate in that they place more emphasis on 
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autonomy, independence, individual privacy and the attainment of personal goals 
(Hofstede, 1980). In contrast, Arabic culture is argued to be more collectivistic, 
particularly Saudi Arabia (Barakat, 1993; Schart & Hertz-Lazarowitz, 2003; Dwairy, 
2004). Saudi individual behaviour is mainly organised and influenced by other people, 
while children’s relationships with their parents and relatives are directed and controlled 
strongly and governed with much respect for the whole family and the majority of 
society (Al-Garni, 2000; Anderson, 2001; Al-Sudairi, 2000). Another collectivistic 
society is Korea, which serves as a useful example for child–parent relationships. 
Korean mothers were found to talk less to their children during the daytime compared to 
their US counterparts, especially about past events, social discipline and morals. In 
addition, the conversations of American mothers were mainly focused on their 
children’s personal characteristics, preferences and interests (Mullen & Yi, 1995). 
In the early years, Baumrind (1971) argued that the collectivistic nature of Saudi 
culture was associated with authoritative and authoritarian parenting styles and has 
more impact on the children’s social opportunities than individualistic cultures. 
Authoritative parenting is thought to be connected directly with the warmth of the 
parents and the positive and strong relationships which result in firmness and 
consistency. On the other hand, authoritarian parents are found to be governed by 
distant and critical attitudes towards their strict adherence to rules. Interestingly, US 
mothers presented nearly equal occurrences of both authoritative and authoritarian 
parenting according to self-reports of American mothers (Thomson, Raynor, Cornah, 
Stevenson & Sonuga-Barke, 2002). 
Few studies have been conducted in Saudi Arabia about authoritative and 
authoritarian parenting. Al-Garni (2000) found that the Saudi parents intend to have 
asymmetrical parent–child relationships due to their authoritarian interactive style with 
their children, who frequently obey and follow orders and commands from their parents. 
As a result, it may be questioned how the socio-economic shifts in Saudi Arabia, as well 
as the spread of a formal Western-style of education, will affect parenting practices (Al-
Banyan, 1980; Al-Sudairi, 2000; Al-Saif, 2003). It can be speculated that these changes 
will be affected by the collectivistic nature of Saudi society and can be expected to 
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make children more tightly tied into these changes along with adults. In this regard, 
children’s behaviours are well-organised to develop their own strategies. Children also 
regulate their behaviours through limited strategies until they reach adolescence or 
adulthood. 
3.10 Cross-national Differences in Educational Practices 
The US and UK educational systems focus on learning through play, especially 
in the early years of primary school. Students in both countries are given opportunities 
to talk and communicate with peers (Deniz, 2004). In contrast, Al-Otaibi (1993) 
indicated that Saudi education focuses on lecturing from text books, memorisation, 
homework and tests. Al-Saif (2003) found that Saudi teachers focus on the traditional 
method rather than on practical methods. The traditional method has been found to be 
more formal leading to a discouraging atmosphere in the classroom. Saudi students in 
all three stages of education (primary, intermediate and high school) were given fewer 
chances for face-to-face dialogues with peers and teachers without constraints. It has 
been found that the method of education can affect the process of internalisation of 
social and private speech. 
3.11 Social Standards 
A social standard is considered to be an essential mediator of what a cultural 
group considers to cause anxiety. In other words, treatments of social anxiety are mainly 
supported by the cognitive model. This model is based on high standards of social 
performance which compel individuals to acquire and perceive situations as threatening 
and affecting people’s anxiety and avoidance (Rapee & Heimbery, 1997). In addition, 
cognitive theories of social anxiety can be seen as evidence of cultural differences in 
relation to social standards of behaviours. 
Heinrichs et al. (2006) found that students from collectivistic countries tend to 
accept socially reticent behaviour as well as the personal and cultural attention-avoiding 
behaviour in relation to anxiety and the fear of blushing. In East Asian cultures, there is 
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a lower acceptance of attention-seeking behaviours in relation to cultural and social 
anxiety. 
Social anxiety among Asians residing in Western countries is often attributed to 
a cultural tendency (Hsu & Alden, 2007). Both inter-dependent orientations and social 
anxiety were found to be suitable for foreign-born Asian Americans. Abe and Zane 
(1990) indicated that Asian Americans had higher rates of social anxiety when 
compared to European Americans. On the other hand, self-reported social anxiety was 
also found to be associated with culturally specific self-views when measured by 
independent and interdependent self-construal.  
Nurasakkunkit and Kalick (2002) and Hong and Woody (2007) showed that 
individualistic societies which value individual autonomy promote an independent self-
construal. In contrast, the collectivistic societies in East Asia have promoted an 
interdependent self-construal which focuses mainly on one’s self-adaptation in various 
social contexts. 
3.12 Summary  
In summary, in this chapter, sociological research conducted on societal 
attitudes in Saudi Arabia has been discussed. In Saudi Arabia, men usually are 
considered to hold the tribal and patriarchal powers of decision-making. On the other 
hand, women are now taking part in decision-making processes which were exclusively 
limited to men in the past. Individualistic societies are characterised by three 
dimensions: individuality, expression and assertion. In contrast, collectivistic societies 
are characterised by interpersonal accommodation, deference and cautiousness. Hsu and 
Alden (2007) investigated ethnic differences in social anxiety and social impairment. 
They found more social anxiety and impairment in the Chinese Canadian college 
students than in their Canadian counterparts. The results therefore rejected the 
hypothesis that social anxiety symptoms resulted in little impairment among Asians. On 
the other hand, it was found that social anxiety in Saudi groups compared to British 
ones related to some extent to the lack of assertion as well as to the suppression of 
emotions. It can be concluded that Saudi culture and law and Islamic religious teachings 
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have an influence on quality of life, relationships and social phobia. Unfortunately, 
social anxiety in Saudi Arabia is still a common phenomenon, particularly among 
adolescents, in spite of the strictness of the Islamic law and culture.  
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CHAPTER FOUR 
4 THEORETICAL FRAMEWORK 
4.1 Overview  
Numerous psychological models have attempted to explain the process of social 
anxiety. They can be divided into Cognitive Behavioural Models and Interpersonal 
theories. Theoretical models presented for several childhood disorders appear to be 
extensions of models for adult psychopathology. The existing models are seen to be 
exploratory in their description of pathways or links, including aspects such as mutual 
interaction. Contrary to the established models of SAD in adulthood, more positive 
aspects are recommended for inclusion in child and adolescent models, such as mutual 
interaction of temperament, heredity, parenting, and managing peer relationships. 
First, Cognitive Behavioural Therapy (CBT) and the relevant underpinning 
theoretical assumptions along with four cognitive behavioural models are reviwed and 
compared. Next, a fifth model is then discussed, concerning social anxiety in 
individuals with psychosis. Finally, an alternative theory of social anxiety is addressed; 
namely interpersonal theories related to social anxiety. 
4.2 Cognitive Behavioural Models 
Cognitive Behavioural Therapy is based on the theory that SAD develops due to 
a combination of determinants, including biological factors and learning experiences 
(Beidel, Ferrell, Alfano & Yeganeh, 2001; Spence, Donovan & Brechman-Toussaint, 
2000). The theory specifies that one of the biological factors is the existence of a 
number of compromised cells which causes the person to develop maladaptive beliefs 
and create assumptions about events that are not true in most cases. When individuals 
continue to dwell on these beliefs, it is likely that selective attention and the biased 
interpretation of events will perpetuate the social anxiety (Rapee & Heimberg, 1997). 
Research on cognitive processes in children and adolescents with anxiety 
disorders is emerging, however Hadwin et al. (2006) found evidence to support 
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attention bias and interpretation bias. Therefore, studies on cognitive processes which 
have focused on SAD maintenance rather than its onset are discussed below.  
In a study of non-referred children, aged 8 to 13 years, it was found that such 
children perceive ambiguous social situations as threatening, and this was seen more 
frequently in the control group (Muris et al., 2000). In a non-referred group of 
adolescents, non-socially anxious adolescents were not as biased in their interpretations 
(Miers et al., 2008). From these studies it can be seen that children tend to overestimate 
the danger to a higher degree than the clinical control group (Bögels and Zigterman, 
2000). These studies also clarified aspects of information processing in relation to SAD, 
although this is still a growing area of research.  
Classical conditioning theories are considered to underpin behavioural models of 
social anxiety, and are clearly mentioned in the aetiology of SAD (Rapee & Spence, 
2004). According to the classic conditioning model, SAD may result from the 
experience of humiliating interpersonal interactions (Rapee & Spence, 2004). These 
experiences could include pronouncing a word in the wrong way (conditioned stimuli) 
then having someone criticising you, which may bring about the feeling of anxiety 
(unconditioned stimuli). Having experienced this may generate anxiety about 
humiliating onself in the future. Apart from conditioning, another way of learning is 
modelling in which children learn through observing their parents’ behaviour.  
4.3 Clark and Wells’s (1995) Cognitive Model of Social Phobia 
This model might be considered the most useful for underpinning cognitive-
behavioural therapy (Wells, 2001; Wells & McMillan, 2004). According to Clark and 
Wells (1995), there is a link between social phobia and feeling under pressure to portray 
a favourable image of oneself, as well as a noticeable lack of confidence in attempting 
to cope with these demands. Clark and Wells (1995) suggest that when people with 
social anxiety assume that they are being watched, or that they have failed to present 
themselves in a fashionable way, there is a greater risk that their anxiety may arise. This 
anxiety then leads to detailed personal observation and self-monitoring, with most of 
this information being negatively processed in order to create a negative impression. 
 99 
 
Individuals may also imagine themselves to be scrutinised by others who may in the end 
judge and devalue them. It has been observed that because people with social anxiety 
have little understanding of the behaviours being enacted towards them, they remain 
fearful since they remain uninformed about others’ thoughts towards them (Clark & 
Wells, 1995). Such methods of processing evidence are clearly biased, and lead to a 
perpetuation of the perceived danger. Rapee and Heimberg (1997) and Hoffman (2007) 
have both devised a model of the in-vivo process of social anxiety. 
4.4 Rapee and Heimberg’s (1997) Cognitive-behavioural Model 
of Social Phobia 
Similar to the Clark and Wells (1995) model, Rapee and Heimberg’s (1997) 
Model of Cognitive Behavioural Therapy also posits that social phobia develops 
through individuals’ developing an image of themselves as being observed by others, 
which reduces the amount of attention available for focusing on receiving accurate 
feedback. They hold that people who are socially anxious believe that being judged 
positively by others is important, and they live with the constant fear that people are 
watching them. Individuals tend to develop methods to predict what their observers 
would expect from them. Using this information, the individual compares it with their 
mental self-image which is based on external and internal reminders. The inconsistency 
between the professed expectation and expectations of the audience determines the 
likelihood of negative evaluation of themselves, and they tend to think that they fall 
short of the expected norm. Presented with this situation, the individual is likely to 
remain stressed, thereby resulting in the maintance of the vicious cycle.  
4.5 Hoffman’s (2007) Comprehensive and Disorder-specific 
Cognitive Behaviour Therapy (CBT) Model of Social Anxiety 
Disorder 
According to Hoffman (2007), people with social anxiety perceive social 
standards as unattainable. The goals then become unobtainable because they are unclear, 
and doubt that they will meet these demands prevents any progress which is then linked 
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to self-monitoring and social anxiety (Clark & McManus, 2002; Heinrichs & Hoffmann, 
2004). This further intensifies the negative cognitive processes linked to any social 
encounters they could face. Such individuals could also overestimate the potential for 
social costs (Hofmann, 2004). In addition, they tend to believe that they have lost 
control over their anxiety and resulting behaviours (Hoffman & Barlow, 2002). Instead 
of viewing themselves positively, they end up perceiving themselves as social objects 
that will never be regarded as dignified persons, as they are likely to perform in a way 
that fails to meet the standards. Wells et al. (1995) supports this conception by stating 
that, in the end, individuals start to act in a safe way and ruminate deeply about the 
event (Mellings & Alden, 2000) which then simply exacerbates the scenario presented.  
These two models (Rapee & Heimberg, 1997; Hoffman, 2007) appear very 
similar in nature, in that they both emphasise interpersonal processes, although a 
marked difference seems to exist. From this it can be seen that audience responses 
remain in the minds of the socially anxious individuals. According to Hoffmann (2007), 
it can be concluded that such individuals continuously look at themselves from a 
negative point of view. This disposes those with social stigma to maintain a negative 
view of themselves. The self-focused attention and inability to look for evidence are 
common aspects found in people with social anxiety. By focusing on these aspects, a 
therapeutic model could be designed to help people to ward off issues related to social 
anxiety. 
4.6 Moscovitch’s (2009) Proposed Model of the Feared Stimulus 
and Functionally related Clinical Sequelae in Social Anxiety 
Moscovtich (2009) argues that, for a person-centred approach, it is important to 
ensure that no assumptions are made about the fears that are commonly found in 
patients with social anxiety; it is crucial to maintain an explorative approach. The 
Moscovtich (2009) model proposes that, when providing therapy, it is crucial to focus 
on the fear stimulus rather than placing emphasis on increasing exposure to social 
situations; focusing on the fear stimulus forms an important aspect in Cognitive 
Behaviour Therapy. Moscovitch (2009) argues that it is important to ensure that the fear 
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stimulus is not generalised to all people who are socially anxious, but rather emphasis 
should be placed on the individual’s own insights and detailed attributes which they 
believe do not meet their social expectations. In contrast to the Cognitive Behavioural 
Model, interpersonal theories of social anxiety could also offer alternative explanations 
for the aetiology of SAD. These are discussed next.  
4.7 Interpersonal Theories 
From much of the evidence analysed above, it can be concluded that SAD 
involves disruptions in interpersonal functioning. This assumption is expected to help 
explain how social processes form interpersonal behaviour patterns potentially giving 
rise to developments and perpetuation of SAD. Interpersonal theories have been not 
widely used in field research of SAD in children and adolescents. Models built on the 
theory hypothesise that social behaviour is formed through interaction, for example, a 
certain behaviour may evoke a particular reaction from others which in turn may 
reinforce and maintain the individuals’ underlying beliefs, resulting in self-perpetuating 
cycles of social anxiety (Alden, Taylor, Laposa & Mellings, 2006). Temperament is 
also considered an important factor in developing and maintaining social anxiety, but 
the question is on how these patterns continue to exist. The relationships formed in the 
early years are seen to shape our personal characters with respect to what we should 
expect from other people. This could also explain the idea of homophility, the idea that 
humans are attracted to people who are similar to themselves, and in the case of 
children it could explain shyness or social phobia (Rubin et al., 2006). Homophility 
could also constitute a risk and a protective factor for peer victimisation and social 
anxiety, if evidence from co-rumination is taken into consideration; co-rumination 
refers to an extensive discussion and revisiting of problems, as well as speculation about 
problems, and focusing on negative feelings with peers. 
The interpersonal theory consists of a self-representational model which 
explains how an individual would want to be and how they perceive themselves. 
Schlenker and Leary (1982) state that social anxiety is triggered mainly by a perception 
that one has failed to meet the standards or present themselves in a desirable way, which 
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may lead to the development of SAD. Disapproval from parents and colleagues could 
be seen as major factor in causing anxiety. For example, a tendency in girls is that of 
wanting to impress others. These findings may be related to the self-representational 
model, as well as the higher prevalence rate of SAD in girls. Alden et al. (2006) argues 
that individuals who had been abused were rated by their partners as cold and 
unfriendly. This evaluation has implications for the ability to form a therapeutic 
relationship, as well as for treatment results (Alden & Taylor, 2004). Evidence from 
studies concerning this issue has revealed that the experience of victimisation may 
shape interpersonal patterns and may contribute to the development of social anxiety. 
4.8 Overview: Comparison and Critique 
The four models presented above appear to be similar in terms of how they 
conceptualise social anxiety. The theories hold that people with social anxiety believe 
that their competence is inferior to that of others. Accordingly, they worry about failing 
to meet the expectations of others. Of particular importance to these models is the belief 
that the person with social anxiety remains with those harshly judging individuals who 
consider them to be inferior. All the models hold the assumption that these beliefs are 
inaccurate and due to cognitive biases and interpretations. In addition, they are based on 
CBT assumptions that can only be tested using behavioural experiments. Clark and 
Wells’s (1995) and Rapee and Heimberg’s (1997) models clearly state that the problem 
with many individuals is that they create a mental image of themselves which is based 
on facts about how other see them that are unfounded. By comparing this image to 
others, individuals are at risk of building a negative image of themselves which then 
leads to feelings of inferiority. Negative comparison is included but Moscovitch (2009) 
and Hoffmann (2007) also maintain that individuals tend to dwell on thoughts that are 
unambiguous. They also state that negative self-perception is enduring, and its 
associations are activated when faced with a social situation that is considered by the 
individual as threatening.  
A number of critics have suggested that Clark and Watson’s tripartite model 
does not account for substantially dissimilar occurrences (Brown, Chorpita & Barlwo, 
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1998; Chorpita et al., 2005). However, research by Watson et al. (2005) supports this 
tripartite model, although the evidence mainly supports social phobia. Research with 
adults and young people (Chorpita, Plummer & Moffit, 2000) has revealed that negative 
affect (NA) is not high in individuals with social phobia which contravenes the original 
model. Another finding is that positive affect (PA) is unconstructively linked to the 
frequency of contact with friends, the ability to make new friends, or spending time 
with other people. Studies also show that PA has a unique relationship with social 
phobia and that it can also be related to personal character including low levels of 
confidence and unassertiveness, which may explain why it fails to relate anxiety 
disorders (Brown et al., 1998). 
Other studies have suggested that physiological hyperarousal (PH) is 
significantly linked with panic disorder and it is less linked to social phobia in adults 
(Brown et al., 1998) and children aged 6 to 12 (Chorpita et al., 1998). Self-report has 
been used to measure the PH construct which was theorised by Clark and Watson, and 
low to moderate correlations have been found between subjective and objective 
provocation (Mauss, Wilhelm & Gross, 2004). This research has however not been 
conducted on a sample of young people. These studies suggest that the nature of social 
phobia differs in its relation to the tripartite constructs. Interestingly, the tripartite 
constructs are seen to differ in social phobia more than in the proposed model. However, 
little research has examined the tripartite constructs in children and adolescents with 
social phobia; therefore more evidence is needed to reach a reliable conclusion 
(Anderson & Hope, 2008).  
According to Anderson and Hope (2008), in order to come up with substantial 
information on tripartite constructs in relation to social phobia, adolescent samples 
could aid with information needed to help gather more information about social anxiety; 
since the onset of social phobia usually take place in adolescence. Mountier and Stein 
(1999) maintain that adults with social phobia are more likely to develop social phobia 
compared to adults without social phobia. Given this evidence, it is possible that that 
there is a developmental progression from social phobia to depression. With regards to 
treatment, earlier identification and treatment could prevent morbidity in later stages 
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and also associated impairment. As noted by Weems and Stickle (2005), tripartite 
constructs need to be included in the process of defining anxiety-depressive disorders, 
in order to help with diagnosis, in terms of discriminant validity. So far the issue of the 
more severe forms of psychiatric disorder such as individuals’ losing contact with 
reality has not been discussed.  
4.9 Summary 
The models discussed above and the risk factors associated with SAD form the 
basis for understanding SAD. However, supplementary research from various 
perspectives on environmental factors in relation to developmental specifics should be 
carried out in order to gain a better understanding of how normal development can be 
promoted and to reduce prevalence figures for social anxiety. The study of the 
contribution of victimisation of the development of SAD also needs particular attention 
in order to have a clearer understanding of the clinical outcomes of SAD. The following 
chapter covers the measurement model analysis. 
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CHAPTER FIVE 
5 RESEARCH FRAMEWORK 
5.1 Introduction 
The aim of this chapter is to create a measurement model in order to evaluate the 
link between social anxiety in adolescents and quality of life. Cognitive and social 
correlates of social anxiety are taken into consideration when analysing the data to draw 
a full picture of this measurement model.  
Moscovitch et al. (2005, p. 669) highlight, “the importance for future research to 
examine the component proximal and context-bound psychological mechanisms that 
mediate the distal influences of culture and gender enculturation on social anxiety and 
actual performance decrements or functional impairments.”  
They add that this might need controlled laboratory investigation of self and 
social information-processing under the conditions given of real-life social requirements. 
Thus, this chapter investigates the relationships between social interaction, cognitive 
aspect, culture, anxiety, social anxiety and quality of life. 
Ollendick and March (2004, p. 207) state that:  
social anxiety must be approached with a multifactorial and transactional 
model, whereby biological vulnerability interacts with and is shaped by 
contexts such as parenting style, peer relations, school settings, and 
culture. To fully understand and effectively treat youth with social anxiety 
disorder the fluidity of person-environment interactions must be uncovered 
through appropriate assessment and intervention strategies. 
Thus, this study assumes that specific developmental path analysis to 
adolescents’ social anxiety would involve variation of these risk factors. Moreover, 
some current studies investigated the estimated direct and indirect paths for social 
anxiety with other factors such as culture, quality of life, anxiety, social interaction, 
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emotion and negative evaluation. Models of those studies are highlighted in the next 
section. 
5.2 Models of Social Anxiety  
5.2.1 Estimated direct and indirect paths for social anxiety 
The result of estimated paths for social anxiety as shown in figure 5.1, examined 
by Hsu et al. (2012), indicate that initiation social self-efficacy, social comparison and 
submissive behaviour mediate in part the social anxiety scores of a bicultural group. 
Moreover, a unicutural group in line with the cultural group reported significantly less 
social anxiety than the bicultural group; also, in terms of cultural acceptance of 
attention-seeking behaviour and other variables mentioned above, the unicutural group 
reported a higher score than the bicultural one. It has been found that social norms were 
oppositely associated with social anxiety. 
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Figure 5.1: Estimated direct and indirect paths for social anxiety. 
Source: Hsu et al. (2012, p. 187). 
 
5.2.2 Models of relations between social anxiety, beliefs about the expression 
of emotions, suppression of emotions, experiencing positive and 
negative emotions and life satisfaction 
Based on the model of social phobia that was developed by Clark and Wells 
(1995), which emphasises the acting of cognition as well as the model of emotion by 
Gross (2001), Juretić and Živčić-Bećirevic (2013) examined a model which included 
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the relationships between social anxiety, beliefs about emotional expression, emotion 
suppression, positive and negative emotions and life satisfaction. As shown in figure 5.2, 
they hypothesised that relationship between social anxiety and emotions, and quality of 
life (life satisfaction) will be mediated by beliefs that are related to emotions expression 
and emotion suppression. They found that only social anxiety that stands for the fear 
that a person could have during meeting with other people was found to be significant. 
 
Figure 5.2: Model of relations between social anxiety, beliefs about the 
expression of emotions, suppression of emotions, experiencing positive and 
negative emotions and life satisfaction. 
Source: Juretić and Živčić-Bećirevic (2013, p. 199) 
5.2.3 Standardized estimates of the path model with the associations between 
cultural background (Swiss/Indonesian), self-construal, social anxiety, 
and taijin kyofusho 
Vriends et al.’s (2013) model describes a non-significant association with 
cultural background and an independent self-construal with the value of a zero which 
could be anticipated grounded on the equivalent “independent self-construal” study 
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group’s scores. So, without that association, they reran the model and an excellent fit 
was shown with their model. In this model, as shown in figure 5.3, all associations were 
significant. The TKS and Social Anxiety are shown as strongly correlated. In social 
anxiety and for TKS, a prediction was made about higher scores for individuals with 
Indonesian background. An interdependent self-construal has mediated partially the 
cultural background effect on TKS and social anxiety. Indirect effects were indicated 
for cultural background on social anxiety and on TKS. An independent self-construal 
projected lower scores for social anxiety and TKS while an interdependent self-
construal projected higher scores on social anxiety and TKS. 
 
Figure 5.3: Standardized estimates of the path model with the associations 
between cultural background (Swiss/Indonesian), self-construal, social anxiety, 
and taijin kyofusho. 
Source: Vriends et al. (2013, p. 3) 
5.3 Measurement Model 
Statistical procedures included descriptive statistics and correlational analysis is 
reported. The data analyses were conducted using Analysis of Moment Structures 
(AMOS 20) software. Structural Equation Modelling (SEM) was used to test 
hypotheses about the links between social anxiety measured by the Social Anxiety Scale 
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for Adolescents (SAS-A) and Social Phobia Inventory (SPIN), and social interaction 
measured by the Social Interaction Anxiety Scale (SIAS), cognitive aspect measured by 
the Brief version of the Fear of Negative Evaluation Scale (BFNE), cultural tendency 
measured by the Self-Referent Adjective Questionnaire (SRAQ), anxiety measured by 
the Beck Anxiety Inventory (BAI), and quality of life (QoL) measured by the World 
Health Organization’s Quality of Life Questionnaire (WHOQOL-BREF). The 
measurement model is first assessed for construct reliability and validity with 
Confirmatory Factor Analysis (CFA). Then the hypothesised relationships are tested 
with a Path Analysis; CFA involved unidimensionality analysis, reliability analysis and 
validity analysis. The following model (figure 5.4) is proposed. 
 
Figure 5.4: Measurement Model 
5.3.1 Structural Equation Modeling hypothesis to be tested 
To achieve the objectives of the study, a number of hypotheses were put forward 
to explain the relationships between Social interaction (SIAS), Cognitive factors 
(BFNE), Cultural tendency (SRAQ), Anxiety (BAI), Social anxiety (SAS-A and SPIN), 
and Quality of life (WHOQOL-BREF): 
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H1) There is a relationship between Cognitive factors (BFNE) and Social 
anxiety (SAS-A and SPIN). 
There is a relationship between Cognitive factors (BFNE) and Social anxiety 
(SAS-A). 
There is a relationship between Cognitive factors (BFNE) and Social anxiety 
(SPIN).  
H2) There is a relationship between Social interaction (SIAS) and Social anxiety 
(SAS-A and SPIN). 
There is a relationship between Social interaction (SIAS) and Social anxiety 
(SAS-A). 
There is a relationship between Social interaction (SIAS) and Social anxiety 
(SPIN).  
H3) There is a relationship between Cultural tendency (SRAQ) and Social 
anxiety (SAS-A and SPIN). 
There is a relationship between Cultural tendency (SRAQ) and Social anxiety 
(SAS-A). 
There is a relationship between Cultural tendency (SRAQ) and Social anxiety 
(SPIN). 
H4) There is a relationship between Anxiety (BAI) and Social anxiety (SAS-A 
and SPIN). 
There is a relationship between Anxiety (BAI) and Social anxiety (SAS-A). 
There is a relationship between Anxiety (BAI) and Social anxiety (SPIN). 
H5) There is a relationship between Cognitive factors (BFNE) and Quality of 
life (WHOQOL-BREF). 
H6) There is a relationship between Cultural tendency (SRAQ) and Quality of 
life (WHOQOL-BREF). 
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H7) There is a relationship between Anxiety (BAI) and Quality of life 
(WHOQOL-BREF). 
H8) There is a relationship between Social interaction (SIAS) and Quality of life 
(WHOQOL-BREF). 
H9) There is a relationship between Social anxiety (SA) and Quality of life 
(WHOQOL-BREF). 
a) There is a relationship between Social anxiety (SAS-A) and Quality of 
life (WHOQOL-BREF). 
b) There is a relationship between Social anxiety (SPIN) and Quality of life 
(WHOQOL-BREF). 
H10) Social anxiety (SAS-A and SPIN) mediates the effect of Social interaction 
(SIAS), Cognitive factors (BFNE), Cultural tendency (SRAQ), and Anxiety (BAI) on 
Quality of life (WHOQOL-BREF). 
a) Social anxiety (SAS-A) mediates the relationships between Quality of 
life (WHOQOL-BREF) and Social interaction (SIAS), Cognitive factors (BFNE), 
Cultural tendency (SRAQ), and Anxiety (BAI). 
b) Social anxiety (SPIN) mediates the relationships between Quality of life 
(WHOQOL-BREF) and Social interaction (SIAS), Cognitive factors (BFNE), Cultural 
tendency (SRAQ), and Anxiety (BAI).  
H11) Group (normal and clinical samples) moderates the relationships between 
Quality of life (WHOQOL-BREF) and Social interaction (SIAS), Cognitive factors 
(BFNE), Cultural tendency (SRAQ), Anxiety (BAI), Social anxiety (SA). 
H12) Sex moderates the relationships between Quality of life (WHOQOL-BREF) 
and Social interaction (SIAS), Cognitive factors (BFNE), Cultural tendency (SRAQ), 
Anxiety (BAI), Social anxiety (SAS-A and SPIN). 
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5.4 Summary  
This chapter extends the work in chapter four, which discussed the theoretical 
framework. Drawing upon social anxiety models and theories discussed in the previous 
and current chapters, this study investigates social anxiety and cognative aspect as well 
as cultural tendency variables affecting quality of life. This chapter has built a 
measurement framework and developed hypotheses based on previous literature. The 
underlying principles for constructing the measurement framework are mainly based on 
the preceding theoretical justification, previous literature and empirical research. The 
models of social anxiety were discussed. Finally, the researcher specified the structural 
models used to test the hypotheses. The next chapter introduces the research 
methodology. 
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CHAPTER SIX 
6 RESEARCH METHODOLOGY 
6.1 Overview 
Looking towards the research objectives, this chapter opens with a discussion of 
the research approach underpinning this study. Research methodology may be defined 
as “the overall approach to the research process, from the theoretical underpinning to 
the collection and analysis of the data” (Collis & Hussey, 2003, p. 55). This chapter 
contains the research design, research strategy, data collection methods, and issues of 
reliability and validity. The sampling frame, questionnaire design and administration of 
the survey questionnaire to three different groups of adolescents are then addressed. The 
final section of this chapter discusses the diagnosis, inclusion and exclusion criteria for 
social anxiety disorder. 
6.2 Research Objectives 
Researchers, psychologists, socialogists and educators have recently stressed the 
need for and importance of studying teenagers’ social anxiety via self-report 
instruments to reflect their disorders. The objective of the present study is to discover 
whether early intervention could help to prevent the late, risky phases and symptoms of 
social phobia. Specifically, the aim is to investigate the link between social anxiety and 
the quality of life in Saudi adolescents, aged 12 to 19 years, and related cognitive, social 
interaction and cultural aspects. 
6.3 Research Approach 
Two broad methods of reasoning in research are the deductive and inductive 
approaches. The deductive approach is used when testing theory while the inductive 
approach is used when building theory. 
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6.3.1 Deductive approach 
In the deductive approach, “the conclusion must follow from the premises” 
(Williams & May, 1996, p. 25). The process of deductive research begins with the 
development of hypotheses from theory. This is followed by data collection, hypothesis 
testing and any modification or confirmation of the theory (Creswell, 2003). 
Accordingly, testing of the theory moves from the general to the particular (de Vaus, 
2001). The significant features of the deductive approach are the exploration of causal 
relationships between variables, quantitative and suitable qualitative data collection, 
testing hypotheses with controls, and a highly structured methodology for replication, 
operationalisation, reductionism and generalisation (Saunders et al., 2003). 
6.3.2 Inductive approach 
Induction is defined as “the derivation of a general principle or possibly a law in 
science, which is inferred from specific observations” (Williams & May, 1996, p. 22). 
The inductive research processes include data collection, data analysis, and theory-
forming. Under this approach, theory building moves from the individual observation to 
general pattern or laws (Collis and Hussey, 2003). The main focus of the inductive 
approach is gaining insight into an event’s meaning, quantitative data collection, a 
pragmatic structure in order to research emphasis changes, and minimisation of 
generalisation (Saunders et al., 2003). The present study is grounded mainly in the 
deductive approach as this is necessary in the formation of hypotheses from the relevant 
theory, and in the testing of the hypotheses using quantitative (statistical) methods. 
6.4 Research Design 
For observational or descriptive studies, a cross-sectional design is generally 
used. This design is useful for analysing the relationships between the different 
variables of interest, based on a representative sample. A cross-sectional design is 
relatively time- and cost-effective. Since data need be collected at only one point in time, 
from a single group, in order to study multiple outcomes or collect service-planning 
information along with other data (Susser, 2001). To investigate the relationship 
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between and social phobia and quality of life in Saudi adolescents, aged 12 to 19 years, 
a cross-sectional design has been used. A two-stage model was adopted. The first stage 
was to determine which DSM-IV diagnostic criteria for social phobia would be met by 
adolescents in Saudi Arabia. The second stage explored the behaviour of adolescents 
who met the diagnostic criteria for social anxiety disorder. 
6.4.1 Research strategy 
A research strategy that is aligned with the deductive approach is the survey 
(Ryan et al., 2002). As the literature review indicated, the majority of mental health 
research has been conducted using survey research. Strengths of surveys are that they 
can include a large number of respondents; they are cost-effective; and the results can 
be compared with other studies. However, the appropriate number of respondents needs 
to be targeted and the questions may lack validity, with respondents responding based 
on their own interpretation of the question (Collis & Hussey, 2003; Saunders et al., 
2003). As long as these limitations are borne in mind, surveys can nevertheless provide 
useful information about the phenomenon under study. 
6.4.2 Data collection methods for survey research 
A number of strategies related to survey research exist. These include the 
questionnaire, structured observation, and the structured interview, with the survey 
questionnaire now one of the most widely used methods of data collection (Saunders et 
al., 2003). Survey questionnaires can be either self-administered or interviewer-
administered, with self-administered questionnaires usually used in the initial stages of 
the research process. This method enables large amounts of information to be collected 
from a large number of people in a short period of time and in a relatively cost-effective 
way. In addition, the questions will not be affected by the interviewer. In comparison 
with other response types, this method may suffer from a lower response rate. Initiatives 
such as a good cover letter, follow-up letter, stamped return envelopes and suitable 
questionnaire length are some of the measures that can be taken to maximise the 
response rate (Sekaran, 2000). Based on previous research, a survey questionnaire about 
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social interaction has been developed for the present study, and it was distributed along 
with the rest of the current study scales.  
6.4.3 Time horizon 
The forecasted time horizon for research has some influence on the nature of the 
study. The horizon is either longitudinal or cross-sectional. A longitudinal study may be 
defined as “a study that extends over a substantial period of time and involves studying 
changes over time” (Remenyi et al., 1998, p. 47). This entails a dynamic investigation 
of the same situation or individuals repeatedly over an extended period of time, 
focusing on the same research problem. Longitudinal studies can be either quantitative 
or qualitative, or both, in their data collection methods (Collis & Hussey, 2003). Their 
strength is that they can capture the dynamic changes of a certain situation, however, it 
is time-consuming and expensive (de Vaus, 2001).  
In contrast, a cross-sectional study has been defined as “a study in which data 
are gathered just once, perhaps over a period of days or weeks or months, in order to 
answer a research question” (Sekaran, 2000, p. 138). The cross-sectional study takes a 
snap-shot of the present situation of a large number of subjects (Collis & Hussey, 2003) 
and is therefore relatively cost-effective. Because the questionnaire-based method is 
usually conducted in cross-sectional design (Walliman, 2006), and is the most widely 
adopted method in social science research (de Vaus, 2001), the present study took a 
cross-sectional design, with further data analysis and the final report is based on this 
method of data collection. In addition, the existing literatures related to mental health 
indicate that the cross-sectional study is used more widely than longitudinal studies. As 
data will be collected within a single period of time, this study can be considered as 
mainstream research. 
6.5 Credibility of the Research 
Research credibility refers to the extent to which the risk of obtaining inaccurate 
or incorrect responses to the research questions is minimised. Reliability and validity 
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are two key aspects associated with the credibility of the research (Saunders et al., 
2003). 
6.5.1 Reliability 
Also termed ‘replicability’, reliability refers to the extent to which the same or 
different researchers obtain the same findings based on the same types of data (Bryman 
& Bell, 2007; Collis & Hussey, 2003). Reliability is said to exist when measurement 
and research findings are stable (Easterby-Smith et al., 2004; Ghauri & Gronhaug, 
2005). As research surveys typically have high levels of reliability, and are often 
analysed using quantitative methods, they are aligned with the positivistic research 
paradigm (Collis & Hussey, 2003). To ensure consistency and comparability with 
previous research findings, the questionnaire questions for the present study were based 
on the measures of previous studies. The research instruments were tested in a pilot 
study to ensure that measurement and the research findings would be reliable. To ensure 
reliable and valid constructs, Cronbach’s alpha and factor analysis have been used. 
6.5.2 Validity 
Validity refers to the degree of accuracy of the research findings and how 
representative the findings are of the real or underlying situation (Collis & Hussey, 
2003). ‘Internal validity’ and ‘external validity’ are two key aspects of validity. Internal 
validity is the degree of control that is achieved over irrelevant influences on the 
research findings; the greater the control, the higher the rate of internal validity (Ryan et 
al., 2002). Internal validity may also be viewed in terms of the causal relationship 
between the dependent and independent variables. A study has high internal validity 
when the variation in dependent variables comes from the internal variables rather than 
from extraneous variables (Modell, 2005). Inferences are said to possess internal 
validity if a causal relation between two variables is properly demonstrated. 
External validity is related to the generalisability of the research findings. It is 
the ability to draw valid conclusions from the sample (one setting) to the population 
(another setting) (Ryan et al., 2002). Generalisations may be either theoretical or 
statistical. Theoretical generalisation pertains to interpretive case studies, while 
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statistical generalisation pertains to a positivistic survey (Yin, 1994). Through 
triangulation, both internal and external validity can be strengthened. If the results of the 
survey follow previous hypotheses and case-study-related quantitative findings, then 
internal validity can be demonstrated. Qualitative data might enrich and substantiate the 
casual explanations derived from statistical methods, which will lead to enhanced 
internal validity. External validity, on the other hand, might be strengthened by efforts 
taken to improve internal validity. In other words, both survey-related generalisation 
and case-study-related theoretical generalisation can improve the generalisability 
(Modell, 2009). 
Other forms of validity include ‘face validity’ and ‘construct validity’. As the 
most widely used way to assess the validity, face validity involves “ensuring that the 
tests or measures used by the researcher do actually measure or represent what they are 
supposed to measure or represent” (Collis & Hussey, 2009, p. 65). In contrast, construct 
validity may be defined as “the extent to which an operationalisation measures the 
concept which it purports to measure” (Ghauri & Gronhaug, 2005, p. 83). This is 
connected to hypothetical constructs, that is, phenomena that are not directly observable. 
The purpose of hypothetical constructs is to clarify observable phenomena. The 
construct can be used to explain the research findings and the observations must be 
demonstrated by the researcher (Collis & Hussey, 2003). 
Survey research is said to be highly reliable if it supports replication, while it is 
considered to have low validity if it does not reflect the real phenomena intended by the 
researcher (Collis & Hussey, 2003). Thus, the greater is its capability to deliver findings 
that are accurate reflections of reality, the higher is its validity. The aim of positivist 
research designs is to maximise validity (Easterby-Smith et al., 2008). To gain a more 
holistic understanding of the relationships between social anxiety and quality of life in 
Saudi adolescents, the present study used a survey questionnaire. Apart from enriching 
insights into social phobia in this population, the case study can assist in interpreting 
any unexpected and unusual findings from the questionnaire-based or survey study 
(Modell, 2005). 
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Apart from the above, other procedures may help to strengthen the measurement 
validity of the study. Face validity can be strengthened by using qualitative methods in 
the questionnaire. On a measure of social anxiety, for example, the test would be said to 
have face validity if it appeared to actually measure levels of social anxiety. Study, 
multiple indicators and factor analysis have been used to ensure construct validity. 
Moreover, a series of correlation coefficients between previously validated scales and 
new scales has been used to detect convergent/divergent validity. Measurement is 
thought to be more rigorous, with reduced rates of error, when multiple indicators and 
factor analysis are used. A coefficient of internal consistency, Cronbach’s alpha is 
commonly used as an estimate of the reliability of a psychometric test, that is, how 
closely related a set of items are as a group. For example, in a study about people’s 
strategic priorities, several variables pertaining to strategic priorities need to be 
measured in order to capture a specific construct. In other words, so as not to rely on a 
sole question, respondents should be asked numerous questionnaire items to assess their 
strategic priorities.  
6.6 Questionnaire Administration and Sampling Frame 
The questionnaires (See Appendix 1 for the English version and Appendix 3 for 
the Arabic version) were administered to community, clinical and British samples. The 
participants took an average of 25 to 30 minutes to complete the questionnaire. 
The researcher delivered the questionnaires package to 30 schools in July 2012, 
following the list of the Department of Education in Dammam, Saudi Arabia. Twenty-
two schools responded and returned questionnaires which were pre-numbered for 
identification purposes in the follow-up processes. In total, 580 questionnaires were 
returned. However, some information was missing or unclear. Due to the illegibility of 
some of the answers, two questionnaires were returned to the participants to clarify. 
Responses that were unreadable and non-responses were discarded (Saunders et al., 
2003). 
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6.6.1 (1) Community sample: n = 564, age range 12-19, from elementary and 
high schools 
Using the schools listed by the Department of Education in Dammam 2012, 22 
schools were randomly selected. Sample size was established based on mental health 
adaptation practice, following previous studies. Schools were selected from two large 
areas, with some of the schools inappropriate for this research. Primary schools were 
less relevant to the study as they are unlikely to be attended by adolescents. Only the 
schools with the potentiality to implement contemporary practices were included in the 
sample. Thus, the findings and interpretations of the survey only applied to those 
particular schools in Dammam. During July 2012 to October 2012, phone calls were 
made to all the relevant schools in Dammam. There were three specific reasons for this. 
Firstly, to verify the database of the schools, particularly the high schools, the 
names and addresses of schools were double-checked. Some discrepancies were found 
as some of the schools were located in different places from those reflected on the 
mailing list. This enabled the questionnaires to be delivered to the correct addresses of 
the appropriate schools. Secondly, attempts were made to gain official permission from 
schools to participate in the study and consent to receiving and completing the research 
questionnaires. Of 30 schools contacted, only 8 declined taking part. These 8 were 
discarded from the list. Finally, the phone calls enabled the identification of suitable 
adolescent participants for filling in the questionnaire. Almost half the schools agreed to 
identify potential respondents, although the researcher was permitted to identify 
potential respondents and deliver the questionnaires. Response accuracy depends on 
questionnaire administration and respondent appropriateness (Chenhall & Langfield-
Smith, 1998b). In total, 4 schools declined to distribute the questionnaire. Ultimately, 
the sample size was 22 schools. It is noteworthy to mention that Saudi schools 
implement gender segregation, and a male researcher is not allowed to deal directly 
with the female pupils. Thus, the researcher contacted the head of school to administrate 
the instruments to the girls. 
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6.6.2 (2) Clinical sample: n = 170, age range 13-18 from mental health 
hospitals 
The researcher contacted the two main mental health provider hospitals in 
Dammam city, to enquire about their ethical approval procedures, and to obtain initial 
information on the number of patients attending out-patient clinics and the approximate 
nature of their cases, in particular emotional disorders, including social phobia. On 
average, about 30 adolescents with emotional disorders as well as social anxiety were 
found to attend the two hospitals daily. However, no exact figures or statistics were 
available, due to the lack of systematic recording. 
In Dammam city, mental health services are provided by a number of private 
and governmental hospitals and clinics. There were two hospitals selected for this study 
based on the availability of adolescents with a social anxiety disorder diagnosis at these 
hospitals. They were: Al-Amal Complex for Mental Health in Dammam (ACMHD) (n 
= 91, 53.5%) and the Primary and Community Mental Health Centre (PCMHC) (n = 79, 
46.5%). Other services like internal medicine or paediatrics were excluded. While other 
hospitals have psychiatric specialists, these are for adults and therefore not suitable to 
the adolescent sample of this study. 
One hundred and seventy adolescents aged 12-19 years were sampled from the 
above two out-patient. Patients had been referred to the psychiatric hospitals from a 
variety of sources such as primary care clinics or schools for a six-month period. 
Following a clinical interview, they received a social anxiety disorder diagnosis earlier 
according to DSM-IV or ICD-10 criteria. First-time referrals only were included in the 
initial stage of the study, which was started prior to their receiving treatment. Over four 
months (July to October 2012), 212 patients were recruited. Using the DSM-IV criteria, 
an independent diagnostic assessment was used for stage two of their treatment. 
Self-administered instruments were used for this study. To avoid confounding 
factors such as cognitive capacity, illiterate adolescents and those with learning 
disabilities (n=12) were excluded. Most of the participants come from villages around 
Dammam or the area of Al Badu, where not all citizens are literate. Fourty-two 
participants failed to complete the instruments and respond to the researcher’s calls for 
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unknown reasons. A hospitable environment was arranged by the researcher by offering 
snacks and drinks and a comfortable place to sit while completing their questionnaire at 
the clinics. In total, these 42 participants were excluded, leaving a total of 170 
participants who agreed to take part in the research. The participants were aged between 
12 and 19 years (M = 16.80, SD = 1.02); 52 were males (30.6%) and 118 female 
(69.4%). 
Most of the patients were referred to the two above-mentioned hospitals 
(ACMHD and PCMHC) because of their involvement in the National Family Safety 
Programme. At least one or more mental health disorders – such as social phobia, panic, 
depression, general anxiety, stress disorder or anxiety disorder – had been found in the 
majority of the patients when they were interviewed by the researcher in the first stage. 
A social anxiety disorder was the key focus at these two hospitals.  
6.6.3 (3) British sample 
Snowball sampling was used to gather data from a random sixth form college in 
the UK (n = 64), age range 16-17 in order to compare them with a comparable number 
of counterparts from Saud Arabia. Ethnicity was assessed by asking the participants 
about their background. In this respect, participants who were not White British were 
excluded. 
6.6.4 Questionnaire package 
The purpose of the survey questionnaire in this study is to collect information 
about social anxiety, quality of life, social interaction, cognitive features and culture. 
6.6.5 Choosing appropriate measures for social anxiety 
Research measures were selected based on their simplicity and their suitability 
for the study sample and age groups in the present study. The measures research 
instruments for social anxiety were selected if they covered strategies, theories, 
descriptive scales and models which are associated with social anxiety. Psychologists 
were contacted to obtain their views on the suitability of the scales items for Saudi 
students’ level of understanding. 
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In total, eight scales were selected: 
The eight scales used in this study were: Social Anxiety Scale for Adolescents 
(SAS-A); Social Phobia Inventory (SPIN); Social Interaction Anxiety Scale (SIAS); 
The World Health Organization’s Quality of Life Questionnaire (WHOQOL-BREF); 
Brief version of the Fear of Negative Evaluation Scale (BFNE); Individualism-
Relatedness (Collectivism) Scale (Kirsh & Kuiper, 2002). Two of the eight 
questionnaires utilised in this research have already been translated and validated into 
Arabic, SPIN and WHOQOL-BREF, the former in Egypt and the latter in Kuwait. 
Therefore, due to linguistic variation (Egyptian Arabic is different from the Arabic 
language spoken in the Persian Gulf Arab countries), the only translation of SPIN was 
redone in order to verify its reliability.  
Social Anxiety Scale for Adolescents (SAS-A) (Garcia-Lopez, Olivares, Hidalgo, Beidel 
& Turner, 2001).  
The Social Anxiety Scale for Adolescents (SAS-A) was selected to be translated 
into Arabic because it is a well-developed and widely used test of social anxiety. SAS-A 
consists of 22 items: 18 descriptive self-statement and 4 filler items. Each item is rated 
on a 5-point scale ranging from 1 (not at all) to 5 (all the time) (Garcia-Lopez, Olivares, 
Hidalgo, Beidel & Turner, 2001). La Greca and Lopez (1998) revealed a three factor 
sub-scale of the SAS-A: Fears of Negative Evaluations (FNE); Social Avoidance and 
Distress specific to new situations or unfamiliar peers (SAD-New); and a sub-scale that 
reflects generalised Social Avoidance and Distress (SAD-General).  
This scale has been chosen due to the fact that it is one of the most empirical 
supported scales of social anxiety in adolescence and is highly recommended to be used 
during measuring clinical evaluation (e.g., Kearney, 2005). It has not previously been 
used in Saudi Arabian society. 
Social Phobia Inventory (SPIN) (Connor et al. 2000).  
The Social Phobia Inventory (SPIN) was developed by Connor et al. (2000) to 
measure social anxiety, fear, symptoms of physiology and avoidance of social situations. 
SPIN contains 17 items that are rated on a scale from 0 to 4 (not at all, a little bit, 
somewhat, very much and extremely), with higher scores corresponding to greater 
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distress. The full-scale scores thus range from 0 to 68. Ragheb et al. (2007) examined 
the psychometric properties of the Arabic version of SPIN by translating the scale into 
Arabic in Egypt to determine its reliability and validity for measuring social phobia in 
their target population. As Garica et al. (2001) stress, cross-cultural examination of 
social anxiety measures is essential in order to specify their suitability for cross-cultural 
utility. Further translation of SPIN has been undertaken in the current study due to 
potential cultural differences between Egypt and Saudi Arabia.  
The results of studies conducted in different locations (e.g., Connor et al., 2000; 
Carleton et al., 2010; García-López et al. 2010) indicated that SPIN is a self-report 
instrument with acceptable psychometric properties. SPIN proves to be a useful scale in 
both practice and research assessing the presence of social phobia in both the clinical 
and community population. 
Social Interaction Anxiety Scale (SIAS) (Mattick & Clarke, 1998). 
The Social Interaction Anxiety Scale (SIAS) (Mattick & Clarke, 1998) is a 20-
item self-report measure that assesses complementary aspects of social phobia and 
reflects anxiety in social interaction situations. Items are rated from 0 (not at all 
characteristic or true of me) to 4 (extremely characteristic or true of me). In dyads or 
groups, participants rate how well items about anxiety in social interactions describe 
them. It has been frequently used and exhibits good reliability and validity. 
This scale has been selected for various reasons. Empirical studies (e.g., 
Heimberg & Turk, 2002) demonstrate its psychometric parameteters, and excellent 
construct validity and reliability. As Brown (1998) states, SIAS can distinguish between 
social phobia and other anxiety disorders. Moreover, social phobia patients and 
agoraphobic patients can be differentiated by using SIAS (Mattick and Clarke, 1998). 
World Health Organization’s Quality of Life Questionnaire (QoL) (WHOQOL-BREF). 
The World Health Organization’s Quality of Life Questionnaire (WHOQOL-
BREF) was developed as an international cross-culturally comparable Quality of Life 
assessment instrument. WHOQOL-BREF is a 26-item instrument consisting of four 
domains: physical health (7 items), psychological health (6 items), social relationships 
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(3 items), and environmental health (8 items); and two overall QoL and general health 
items. All scores are transformed to reflect 4 to 20 for each domain, with higher scores 
corresponding to a better QoL. There is no overall score for the WHOQOL-BREF. The 
questionnaire was translated into Arabic. Al-Fayez and Ohaeri (2011) modified the 
framing of some items of the WHOQOL-BREF in order to make them appropriate for 
school-age students in Kuwait. Firstly, the WHOQOL has no items on “school”. 
Secondly, high-school students are entirely dependent on their parents for some needs. 
Thirdly, by law, they are prohibited from engaging in romantic sexual relationships. 
Subsequently, researchers have modified the following items of the WHOQOL-BREF 
to read thus: How satisfied are you with the money available in your family for your 
care; how satisfied are you with your ability to do your school work; how satisfied are 
you with your sexual feelings; how satisfied are you with access to health services and 
how satisfied are you with the transportation facilities available to you. 
WHOQOL-BREF is noteworthy because of the supportive evidence that has 
been provided in order to obtain the cross-cultural validity of this scale (Skevington, 
Lotfy, and O’Connell, 2004). It has been selected because it has wide ranging uses in 
research on both community and clinical samples. WHOQOL-BREF covers a range of 
aspects in agreement with wide international consensus. WHOQOL-BREF is based on a 
cross-culturally sensitive concept and is available in most of the world’s major 
languages; hence it is appropriate for use in multinational collaborative research. In 
addition, the WHOQOL-BREF can generate a profile of four domain scores within a 
relatively small item set of 26 items.  
Brief version of the Fear of Negative Evaluation Scale (BFNE) (Leary, 1983). 
The Brief version of the Fear of Negative Evaluation Scale (BFNE) contains 12 
items describing fearful cognitions. BFNE was developed by Leary (1983) to measure 
anxiety associated with perceived negative evaluation. Eight of the items describe the 
presence of fear or worrying, while the other four items describe the absence of fear or 
worrying.  
A frequently used scale in social anxiety research, BFNE has practical 
advantages (Rodebaugh et al., 2004). Weeks et al. (2005) argue that the BFNE scale 
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appeared to be more strongly related to social anxiety than to anxiety sensitivity or 
depression. For this very reason, this scale has been chosen in this study.  
Self-Referent Adjective Questionnaire (SRAQ). (Kirsh & Kuiper, 2002). 
The Self-Referent Adjective Questionnaire (SRAQ) (Kirsh & Kuiper, 2002): 
individualism and relatedness are major constructs in the personality, clinical, and social 
domains of psychology that show how people associate themselves with others. 
Individualism is seen as the separation of the self from the community, and a sense of 
mastery, whilst relatedness is characterised by a focus on attachment and harmony with 
others. The Individualism-Relatedness Scale is used here to measure cultural differences 
with regard to perceived social anxiety in the two culturally different samples. The 
researcher has had contact with one of the authors of this instrument to obtain his 
suggestions in terms of comparing items of the back-translated version with those of the 
original. Professor Kuiper went through the scale and found similarity ratings between 
the original English items and the corresponding back-translated items. He pointed out 
that by-and-large the back-translated items look reasonable, but there are some problem 
items which received low (either 4 or 5) similarity judgments. Two anchors used on the 
rating scale are problematic and require great caution, as the resulting judgments using 
these anchors are quite different judgments from the original English. He suggested that 
some items be redone, translating them into another Arabic phrase and then back-
translated. 
This scale was chosen because it assesses both positive relatedness and 
individualism. Positive relatedness refers to the giving and receiving inherent in warm 
and trusting healthy relationships, whereas positive individualism refers to a sense of 
autonomous self-determination, independence, and mastery (Kirsh & Kuiper, 2003). 
Since the present study was conducted in a cross cultural context, use of this scale 
seems relevant, in order to detect and control for cultural differences on relatedness-
individualism dimension.  
Beck Anxiety Inventory (BAI) (Beck & Steer, 1990). 
The Beck Anxiety Inventory (BAI) is a 21-item self-report that measures anxiety 
in adults and adolescents. It has already been translated and validated into Arabic. Even 
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though the age range for this scale is from 17 to 80, it has been utilised in some studies 
with younger adolescents aged 12 and older. Each of the items on the BAI is a simple 
description of a symptom of anxiety in one of its four expressed themes: (1) subjective, 
(2) neurophysiologic, (3) autonomic or (4) panic-related. The BAI can be completed in 
5 to 10 minutes.  
BAI is a useful tool in order to assess a broad range of anxiety symptoms in 
adolescents according to the high rates of comorbidity with generalised anxiety and 
other anxiety disorders. It has the ability to distinguish between anxiety and depressive 
symptoms which offers certain advantages over the other scales being used in this thesis. 
Therefore, BAI was chosen to be one of the study scales in order to measure convergent 
validity and to instigate any commodity.  
Social interaction.  
This scale was designed by the researcher to understand the extent to which 
adolescents are socially interactive; the questions were constructed based on earlier 
research on social interaction (see pilot study, chapter 7). The questionnaire on social 
interaction has been devised from other existing questionnaires. The rationale behind 
this was to create a questionnaire that could measure social interaction itself rather than 
measuring social interaction anxiety, as in the Social Interaction Anxiety Scale 
(SIAS).Questions on social interaction were adapted in order to select suitable research 
cases. 
Demographic questionnaire 
Demographic information were collected by a demographic questionnaire 
recording gender, age, educational status, and number of siblings, family and socio-
economic data such as father’s and mother’s educational status, standard of living and 
household ownership.  
6.6.6 Cross-cultural validity of questionnaires 
Many researchers in different countries determened that detecting social phobia 
through several questionnaires is cost-effective and can be done in a short period of 
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time. This procedure helped gain insights into social anxiety from different samples 
with different cultural backgrounds (Mas et al., 1998; Moraes et al., 2002).  
Borsa, Damásio, and Bandeira (2012)argue that instruments compiled for one socio-
cultural reality can be applied to another socio-cultural reality if it is adapted, translated 
and re-validated to reach cultural equivalence. Historically, instruments were adapted 
from one culture to another simply by translation or literal comparison from the original 
version (Moraes et al., 2002). More recently, researchers have acknowledged the 
importance of translating the measurement instruments linguistically and culturally in 
order to attain content validity and culture suitability (Beaton, Bombardier, Guillemin, 
and Ferraz, 2000; Guillemin et al., 1993). Furthermore, a translation and back-
translation procedure was taken to cross-check meaning of translated items with the 
original.  
As the Arabic versions of the scales have not previously been used in Saudi 
Arabia (except BAI), its reliability and validity needed to be established before applying 
it to a Saudi sample which is discussed next. 
6.6.7 Questionnaire translation 
The original instruments were in English. The researcher selected these 
questions for the present study as they are well-designed and widely-used, and then 
translated them into Arabic using professional bilingual translators. The questions were 
reviewed as psychometric concepts before administering them. The researcher followed 
the same procedures as Bristlin (1970) for the translation of instruments in order to have 
the valid deductive approach discussed above. In order to translate the study scales into 
Arabic, first the researcher requested and received the permission of the authors.  
The process of translating and culturally adapting the questionnaire took place in 
five stages: (1) translations by a bilingual psychologist from English to Arabic, (2) 
back-translation from Arabic to English by two qualified bilingual professionals, (3) 
bilingual individual’s technique and (4) the pre-test procedure for developing the (5) 
final version. 
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Initially, two native Arab psychologists who had experience in treating social 
phobia translated the scales into Arabic language. They were fluent in the English 
language. As a result, they received directions about the sample (adolescents from 
public schools) with the instruction to use simple and well-known words according to 
the cultural context. The aim was to have literal and semantic translations with words 
which can have influence on the local cultural context with the overall aim of 
reproducing responses in accordance with the general emotions of that context. Thus, 
words that have the same literal meaning resulting in different influences were avoided, 
such as fear, panic and dread and so on. The item scoring was related to their subjective 
impression scoring of the level of difficulty they faced during the translation. They used 
a numeric scale which ranged from (0) = very difficult, to (100) = very easy. 
Problematic items were re-evaluated during the appraisal stage and a consensual version 
was developed. Items that may be perceived as difficult by the research population were 
also discussed in the pre-test stage. 
In addition to this, the translation was given to different bilingual translators for 
an independent back-translation. Two translators were fluent in Arabic and native 
speakers of English living in Saudi Arabia with no knowledge of the original English 
version. Both back-translated versions and the originals were given to the authors who 
were apprised of the original context in order to pinpoint potential discrepancies. To 
develop the Consensual Version (CV), the translated version was selected according to 
equivalence, that is, same semantics (Do the words have the same meaning?), same 
idiom (Is there any equivalence of slang and colloquial expressions?), same conceptual 
meaning (Is there homogeneity of concepts between the cultures?), and same term 
experience (Beaton et al., 2000). It can be noted that some items from the conceptual 
version consisted of combined items from the previous versions.  
The same two translators were asked to generate at least two alternative 
translations. For a translation to be accepted, it had to occur among the alternatives of 
both translators. The translation was as literal as possible. Next, the Arabic translations 
of the questionnaire were presented to two bilingual English–Arabic speakers, both of 
whom speak Arabic natively, for back-translation into English. The quality of the back-
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translated versions of all the questionnaires was compared to the Arabic questionnaires 
by two other professionals. Finally, two native English speakers from the Department of 
Psychology at the University of Bedfordshire were asked to compare qualitatively the 
back-translated items with regard to how similar they were in meaning to the original 
scale items. 
Then, to ensure the correctness of the translation of both the Arabic items into 
English and vice versa, the researcher gave two English copies and two Arabic copies to 
four Arab speaker professionals: two lecturers in Al Imam Mohammed Bin Saudi 
University, who translated the questionnaires from English to Arabic, and two lecturers 
in King Abdul-Aziz University, who translated the questionnaires from Arabic to 
English (back-translation). Upon receiving these questionnaires, the researcher had a 
tele-conference with them and discussed possible cultural adaptations. For instance, 
some items in all questionnaires were discussed to find appropriate words in Arabic. 
Finally the comments, feedbacks, suggestions etc. were reviewed and scales were 
finalised, before using in the pilot study. (See Appendix 2) 
6.7 Pre-test 
The process of translating the questionnaire items into Arabic and the cultural 
adaptation of the scales was pilot tested in early 2011 on Saudi adolescents in a public 
school in Dammam, the capital of the Eastern Province of Saudi Arabia. A pre-test was 
administered to adolescent participants (see pilot study, chapter 7), aged 13 to 18 years, 
from Saudi schools in the United Kingdom. The objective was to gauge the 
acceptability of the instruments to the participants in order to make any changes. In this 
respect, fifteen adolescents pointed out that the consensual version questions were 
difficult to understand and suggested easier options. Accordingly, the Arabic version 
(AV) of scales was developed with some explanations in brackets. The final stages of 
the Arabic version were approved by the authors of the original version, ensuring 
understanding of all questionnaire items.  
The translation version was found to be practically identical in the form of 
statements and instrument categories for the items. Some items were similar to the 
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original items chosen from the back-translation version because of its simplicity, and 
were appropriate to this age group of adolescents in this particular research. Both 
versions were seen to be appropriate. The researcher tried to make minimal changes to 
the psychometric properties and structure of the original instruments in an effort to 
retain the same meaning states and item scoring of the original scales in the (Saudi-) 
Arabic version.  
6.8 The Survey Package  
The survey package consisted of a cover letter, the questionnaires and a glossary, 
translated into Arabic. The cover letter included the study objectives, study usage 
purpose, participation-related benefits and the importance of the participation. 
Respondents were assured of confidentiality and anonymity throughout the study. 
Additionally, an executive summary of the research finding was offered to participants. 
In fact, the content of the cover letter was to increase the response rate (Saunders et al., 
2003). A glossary was provided on psychological and mental-health-related 
terminology to ensure that the respondents were as clear and informed about the study 
as possible. 
6.9 Research Procedure  
In the first phase, the researcher applied to two main mental health hospitals in 
Dammam for official approval from the Ministry of Health and presented the project to 
its Ethics Committee, which gave approval for the PCMHC. The PCMHC then gave 
their agreement, based on the Ministry’s decision. 
In the second phase, the researcher met the head of the psychology departments 
and/or the person in charge of the out-patient clinics to explain the research protocol 
and the sample target of emotional disorders. The researcher arranged to liaise directly 
with the psychiatrists. In this way, cases with the initial clinical diagnosis of emotional 
disorders were referred to the researcher directly or after the first appointment. The 
researcher met with each adolescent, explained the aims of the study, and provided them 
with the information letter and consent form. If they consented to participate in the 
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study, the researcher proceeded with data collection and then interviewed the 
adolescents to confirm the diagnosis.  
6.10 Ethical Considerations  
Research ethics are increasingly taken into consideration in developing countries, many 
of which are trying to reach clear milestones for research ethics as a result of increased 
interest in research and attention to human rights (Dixon-Woods, Young & Heney, 
1999). Organisations that regulate the relationship between researchers and participants 
have thus become increasingly concerned to observe the ethics of research for adults 
and children alike (Benatar, 2002; Hyder, Wali, Khan, Teoh, Kass, and Dawson (2004).  
The present research project was designed in line with the British Psychological 
Society (BPS) guidelines (2010). Potential participants were given detailed written 
information about the study prior to giving their written consent. Due to the nature of 
this project, participants were not expected to experience problems or significant 
distress resulting from the research procedures. They were informed about their rights to 
receive an explanation of the research from the beginning and to ask questions and 
request clarifications at the outset or during the study. They were also told that they had 
the right to withdraw from the study at any time, without any effect on their future 
treatment. Moreover, since the local supervisor of this research was a clinical 
psychologist, it was possible to provide rapid access to suitable clinical services when 
needed. 
6.11 Ethics in Saudi Arabia 
Despite the growing demand for research in Saudi Arabia, there is still a need 
for ethical considerations to be fully incorporated into clinical and academic research. 
Although each hospital has its own procedures for obtaining ethical approval, they all 
have the same basic ethical principles. In the present study, participants were provided 
with information about the study and what this involved prior to taking part. If they 
expressed an interest, they were asked to give both verbal and written consent.  
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The researcher faced some difficulties in obtaining ethical approval for the 
research, as this had to be given by two different hospitals. In general, all hospitals 
required the researcher to present a summary of the research and copies of the tools to 
be used in data collection and of the consent forms to be signed by participants. In 
addition, each requested a letter from the authority responsible for the research and from 
the researcher. The study was approved by the Commission delegated by the Ministry 
of Health. The ACMHD and PCMHC in Dammam accepted that approval, which was 
sufficient for the research application in that setting. (See Appendices 7 and 9) 
In the event of participant distress during data collection, the researcher took the 
following actions. First, before the data collecting session, the researcher clearly 
explained the details and reason for asking them to participate in this study in the 
informed consent form letter. In addition, the researcher emphasised that all 
questionnaires would be completed anonymously and the information provided would 
be treated with the strictest confidence by the researcher and his study director. 
According to the British Psychological Society (BPS), “Researchers will respect the 
privacy of individuals, and will ensure that individuals are not personally identifiable” 
(BPS, 2010, p. 9). This is to ensure participant confidentiality, as participants would 
likely to be concerned and may alter their responses if they discovered that their 
responses were posted in public. The BPS adds (2010, p. 9):  
They will respect confidentiality, and will ensure that information or data 
collected about individuals are appropriately anonymised and cannot be 
traced back to them by other parties, even if the participants themselves are 
not troubled by a potential loss of confidentiality.  
Even if research candidates initially consented, they had the right to change their 
mind and withdraw from the study at any point. Finally, to ensure that participants’ 
rights were respected, the researcher gave an informed consent form to potential 
participants before data collection began. It involved giving them a written document 
that contained a description of the study’s procedures and then asking them to sign it. 
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6.12 Diagnosis and Inclusion Criteria for Social Anxiety Disorder 
A disorder should be classified according to an internationally acknowledged 
classification system, preferably to the latest version of DSM; at the time DSM-IV. The 
use of a severity rating scale alone is insufficient and is not equivalent to a clinical 
diagnosis. Diagnosis should be made by a psychiatrist or by a non-psychiatric physician 
experienced in anxiety disorders and who is trained in the use of structured interviews. 
They should confirm the diagnosis and exclude relevant psychiatric co-morbid disorders.  
Further descriptive parameters, like severity (e.g., degree of anxiety, degree of 
phobic avoidance), as well as a detailed history (e.g., duration of SAD [social anxiety 
disorder], degree of functional impairment and previous treatment outcome), were 
recorded. In addition to the diagnostic criteria, cut-off scores based on appropriate 
scales were used to include patients with a certain degree of severity.  
6.13 Exclusion Criteria for Social Anxiety Disorder 
Patients who meet the following criteria were excluded from the study:  
1. A current or recent history of major depression (within six months of 
study entry).  
2. Predominant depressive symptoms (not meeting the DSM-IV criteria); 
patients should have low severity scores. 
3. Predominant or severe symptoms of another anxiety disorder. 
4. Schizophrenia or other disorder with psychotic symptoms. 
5. Bipolar disorder.  
6. A current or recent history of substance abuse disorders (within six 
months of study entry).  
7. A primary or severe Axis II disorder (personality disorders). 
8. Patients with ongoing specific psychotherapy for SAD should not be 
included in confirmatory trials.  
9. Finally, patients with ongoing relevant psychotropic co-medication for 
SAD were excluded.  
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6.14 Summary  
This chapter discussed the methodology approach used in this thesis. It reviewed 
the research objectives and addressed philosophical and epistemological issues in 
research. This was followed by the research design, the research strategy, data 
collection methods, and issues of reliability and validity. The sampling frame, 
questionnaire design, quantitative data analysis methods used in this study and 
administration of the survey questionnaire to three different groups of adolescents were 
then addressed. The final section discussed the diagnosis and inclusion criteria for social 
anxiety disorder.  
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CHAPTER SEVEN 
7 THE PILOT STUDY 
While social anxiety is a common phenomenon in most countries, its symptoms 
may manifest differently across different cultures (Zender, 2001). The objective of this 
study is to examine how social anxiety and maintenance of QoL are associated in 
adolescents from two different cultural background (the United Kingdom and Saudi 
Arabia) whose social and cultural realities diverge in many respects, for instance, in 
terms of individualism and collectivism. 
7.1 Aim of the Pilot Study  
The aim of this pilot study is to explore the reliability and validity of the 
researcher’s new, multi-dimensional scale for measuring social anxiety among 
adolescents in Arabic cultures which might have value in both diagnosis and research in 
Arab countries such as Saudi Arabia. At the same time, it is designed to develop 
mechanisms for measuring the quality of life in a Saudi population. 
7.2 Hypotheses to be tested 
1. The Arabic versions of the scales used in this research are reliable. 
2. The scales are valid to be used in the target population. 
3. Social anxiety, quality of life, social interaction, cognitive evaluation, 
and cultural tendency are correlated variables. 
7.3 Method of the Pilot Study 
In order to indicate how social anxiety affects quality of life in Saudi Arabian 
and White British adolescents, this study consisted of several stages. Firstly, to ensure 
that the six psychological scales (see below) can be administered to Saudi adolescents 
who do not necessarily speak English, this entailed a rigorous translation process (see 
section 5.9.4 for more details on translation and back-translation procedure). Then a 
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sample of Saudi adolescents located in the UK was pilot tested using the questionnaires 
in order to determine any patterns of social anxiety and quality of life indicators.  
Stage 1: Conducting ‘translation and back-translation methodology’ to provide 
Arabic versions of six scales, variously on social anxiety (including different aspects), 
QoL, and individualism-collectivism, from English into Arabic.  
Stage 2: Administering the Arabic versions to Saudi adolescents in Saudi 
schools located in the UK: a pilot study to examine applicability of the scales in the 
target population. 
7.3.1 Stage 1 
The translation and back-translation procedure is covered in full in section XXX. 
7.3.2 Stage 2 
A pilot study was conducted in order to: (1) ensure correctness and the clarity of 
the instruments; (2) identify problems that might appear in the main study; (3) conduct 
preliminary statistical tests on the data; and (4) provide possible relational/structural 
models between variables. 
7.4 Participants 
First, four Saudi schools in the UK were selected with a clustered random 
sampling method from the list of Saudi schools located in the UK. At this stage, 103 
secondary and high-school students (female and male, age-range: 14 to 19 years) were 
recruited by advertisement. They either completed the questionnaires manually or 
online.  
7.5 Measures 
The six scales were described in section 6.8.1 included Social Anxiety Scale for 
Adolescents (SAS-A); Social Phobia Inventory (SPIN); Social Interaction Anxiety 
Scale SIAS; The World Health Organization’s Quality of Life Questionnaire 
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(WHOQOL-BREF); Brief version of the Fear of Negative Evaluation Scale (BFNE); 
Individualism-Relatedness (Collectivism) Scale.  
7.6 Procedure of the Pilot Study 
The pilot was conducted during the first term of the 2011/12 academic 
year. Participants were male and female from four Saudi secondary and Saudi 
high schools in the UK. 23 (22.3%) students completed the questionnaire 
manually and 80 (77.7%) online. In order to examine test retest reliability, 25 
of the whole sample were randomly selected and asked to re-complete the 
questionnaires after one week.  
7.7 Ethics 
All information about the study and its purpose was provided to schools through 
the Saudi Arabian Cultural Bureau in London. Cover letters from the University of 
Bedfordshire and from the Saudi Cultural Bureau were attached with the questionnaires. 
All schools agreed to participate in the study. The research aims were explained at the 
start of the online survey. Participants were informed that the questionnaires should be 
completed anonymously and all information provided by them would be treated with 
the strictest confidence by the researchers. Participants were further advised that they 
could choose not to participate and had the right to withdraw from the study at any time. 
Participants were assured of anonymity and confidentiality. (See Appendix 8). 
7.8 Data Analysis 
All data were analysed using SPSS version 19.0. First, to verify any possible 
differences between two samples (manual and online), a series of independent t-tests 
were conducted. This was done to rule out any potential selection bias. A series of 
Cronbach’s alphas was used to measure internal consistencies for each scale. A sample 
of 25 adolescent students in the age range of 14 to 19 years was re-tested two weeks 
after first administration the Arabic version of all scales. Test–retest reliability of all 
instruments was assessed by intraclass correlations. A series of Pearson correlations 
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were performed to explore intercorrelations between scores of various measures. The 
correlation coefficients between variables were deemed as the index of 
convergent/divergent validity. Kraut et al. (2004) recommend to start with small pilot 
projects to determine how collecting data using an online method might differ from 
conventional ones to avoid low response rates.  
7.9 Results of the Pilot Study 
 
Descriptive statistics 
In total, 103 students (boys 48 and 55 girls; response rate, 100%) were 
completed the questionnaires. 23 students from secondary schools and 80 students from 
high schools. Age range was from 14 to 19 years old (See table 7.1). 
Table 7.1: Demographic characteristics of participants 
Demographics Frequency Percentage Mean Std. Deviation 
Sex     
Male 
Female 
 
Age 
14 
15 
16 
17 
18 
19 
 
Education Level 
Secondary School 
High School 
48 46.6%   
55 53.4%   
    
  17.07 1.59 
4 3.9%   
18 17.5%   
19 18.4%   
16 15.5%   
17 16.5%   
29 
 
 
23 
80 
28.2% 
 
 
22.3% 
77.7% 
 
 
 
 
 
 
Note: N=103     
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Table 7.2: T-test parameters between online vs. paper and pencil (manual) groups 
 Online vs.  
Manual N Mean Std. Deviation 
T value p value 
SAS-A Online 75 46.62 11.00 1.72 .08 
Manual 28 42.46 10.57   
SIAS Online 75 50.94 9.42 1.32 ,19 
Manual 28 48.03 11.28   
SPIN Online 75 45.86 11.24 1.54 .12 
Manual 28 41.92 12.21   
BFNE Online 75 30.44 6.65 2.00 .04 
Manual 28 27.57 5.93   
WHOQOL Online 75 88.05 13.20 -.006 .99 
Manual 28 88.07 13.97   
SRAQ Online 75 157.61 22.36 -1.01 .31 
Manual 28 163.10 29.72   
 
Statistical Analysis 
As shown in table 7.2, the means in two groups are not significantly different 
except for BFNE; the mean in online group is slightly higher than that in the manual 
group. 
Reliability  
To show test-retest reliability, intraclass correlations were conducted between 
test and retest findings on the scales. SAS-A test-retest reliability was significant (r 
= .83, p < .01). Cronbach’s alpha shows that internal consistency of SAS-A being 0.86. 
(all p < .01). SPIN reliability was analysed by Pearson’s correlation coefficients for 
SPIN total scores. The findings show that SPIN total scores were r = .87 (p < .01). 
Cronbach’s alpha shows that internal consistency of SPIN as 0.89. (all p < .01). The 
test-retest correlation for the SIAS in adolescent population was calculated, the value 
being 0.75. The internal consistency of the SIAS was also calculated, the value of 
Cronbach’s alpha being 0.81 for this scale (all p < .01). Reliability coefficient of BFNE 
was 0.72 with a high internal consistency (0.72). WHOQOL-BREF reliability was 0.76., 
with a high internal consistency (0.87). SRAQ reliability was 0.72. The results show a 
very high internal consistency for SRAQ (0.94). 
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Intercorrelations: Divergent validities 
Pearson correlations between variables are reported in table 7.3. In the pilot 
study, WHOQOL (which has been previously validated in Arab countries) was deemed 
as an external criterion to examine validity. The significant inverse correlation between 
the external criterion and total scores on remaining measures can be regarded as 
divergent validities. 
Table 7.3: Intercorrelations (2-tailed) between study variables 
 SAS-A SPIN BFNE SIAS WHOQOL-
BREF 
SRAQ 
SAS-A  1      
       
     
SPIN Pearson Correlation .740** 1     
Sig. (2-tailed) .000      
N 103 103     
BFNE Pearson Correlation .635** .721** 1    
Sig. (2-tailed) .000 .000     
N 103 103 103    
SIAS Pearson Correlation .730** .771** .611** 1   
Sig. (2-tailed) .000 .000 .000    
N 103 103 103 103   
WHOQOL
-BREF 
Pearson Correlation -.305-** -.351-** -.272-** -.353-** 1  
Sig. (2-tailed) .002 .000 .006 .000   
N 103 103 103 103 103  
SRAQ Pearson Correlation -.178- -.222-* -.144- -.170- .384** 1 
Sig. (2-tailed) .073 .024 .147 .086 .000  
N 103 103 103 103 103 103 
Note: SAS-A = Social Anxiety Scale- Adolescents; SPIN = Social Phobia Inventory, BFNE = Brief version of the Fear 
of Negative Evaluation Scale; SIAS = Social Interaction Anxiety Scale; WHOQOL = World Health Organization’s 
Quality of Life Questionnaire; SRAQ = Self-Referent Adjective Questionnaire. 
* = p < .01, ** = p < .001 
7.10 Discussion 
There is still no consensus about the best way to perform a cross-cultural 
adaptation, since little research has been done in this area to establish what is crucial 
and what is supplementary in this process. Nevertheless, some guidelines have been 
increasingly followed, and this study used two independent translators and back-
translators, in order to promote the comparison between the versions, the identification 
of errors in some items and the choice of the most adequate terms. As it is being 
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currently proposed in the literature (e.g., Guillemin et al., 1993), this study valued the 
semantic equivalence, and not the literal equivalence between terms, since the literal 
equivalence is not always the best one to express concepts or situations from the new 
population under investigation. 
One way to facilitate the translation of terms that are more adequate to the 
general population and thus avoid the use of technical terms (for example, “ﻞﺻﺍﻮﺗ” 
communicate) is to use a translator into Arabic who has no background in the health 
field, which was not done in this process for practical reasons, instead using two authors 
of this study in the translation. However, the inappropriate terms for the target 
population could be reviewed and replaced during the application of the pre-test. The 
“difficulty gradation” made by the translators is a subjective evaluation that was not 
used as a criterion for choosing the items of the final version. It was used only as a way 
to highlight the “problematic” items for their appraisal in the pre-test. 
The inclusion of slang was not accepted, although some was suggested in the 
pre-test by the teenagers – for example, in Social Interaction Anxiety scales (SIAS), 
item 13, “ ﺮﻌﺷﺍ ﻲﻨﻧﺎﺑ ﻝﻮﻗﺎﺳ ﺊﻴﺷ ﺝﺮﺤﻣ ” (I feel I’ll say something embarrassing) – in order to 
avoid regionalisms and allow a greater use of the instrument nationwide, as well as due 
to the changes slang tends to undergo after some time. Changing the structure of the 
original instrument as little as possible was chosen, without including or excluding 
items of the scale, in order not to promote great changes in the psychometric properties 
and allow the comparison of both versions.  
In the Arabic version, the study used the same item scores of the original 
instruments. With regard to the instrument title, although the term “ﺩﺮﺟ” is not a 
common word to the target population, the study chose not to adapt inventory to “ﺱﺎﻴﻘﻣ” 
(scale), so that it did not have to change the initials of the abbreviation of the original 
scale and allow its better distinction from other social anxiety instruments – such as, for 
example, the Social Phobia Inventory. Therefore, it was suggested to this researcher to 
use the Arabian version of the SPIN and to explain the instrument title (along with its 
objectives) to the population under investigation, in order to avoid possible 
misinterpretations. 
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The cross-cultural adaptation attempts to assure a consistency in the content and 
face validity between the versions of the questionnaire (original and target language). 
However, it does not assure that the reliability and criterion validity of the original 
version would be preserved. Subtle differences in life habits in different cultures may 
lead an item of the questionnaire to be more or less difficult to understand, which may 
change the psychometric and statistical properties of the instrument. Therefore, to make 
the cross-cultural adaptation be fully achieved, it is also necessary to perform a study of 
measurement equivalence, assessing the reliability and validity of the new version.  
Instruments developed in a foreign language need a careful cross-cultural 
adaptation process in order to be used in a different sociocultural reality. The stages 
which the Arabian version of the study scales went through promoted the availability of 
another instrument to evaluate social phobia in population groups, with a good 
understanding and acceptance among teenagers from public schools. 
This study provides evidence that the Arabic versions of the instruments have 
good reliability, validity and other psychometric properties for the screening of social 
phobia among Saudi Arabia’s adolescents. The test–retest reliabilities (.75-.83) and the 
internal consistency coefficients (.72-.94) for instruments in the present pilot study were 
similar to those of previous reports (e.g., Albano, 1995; La Greca & Lopez, 1998; 
Mattick & Clarke, 1998; Safren et al. 1997). The psychometric analyses of the SAS–A 
is very similar to that obtained in previous studies on the SAS–A (e.g., La Greca & 
Lopez, 1998). It can be said that the findings provide useful and important support for 
the applicability and utility of SAS-A in the assessment of social anxiety among 
adolescents in the target population. The results of this study indicate that the SPIN total 
score exhibited satisfied higher internal consistency in Arabic similar to those in 
previous studies (e.g., Conner et al., 2000; Antony et al., 2006). Findings of BFNE in 
terms of internal consistency and test–retest reliability are consistent with previous 
research (e.g., Leary, 1983). The present findings provide acceptable reliability and 
validity for measuring social anxiety among Saudi adolescents. Intraclass correlation 
and the internal consistency coefficients show that the test–retest reliabilities for SIAS 
in the pilot study were high. Findings of the reliability and validity of WHOQOL-BREF 
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in this study is similar to the Arabic version in previous studies in other Arabic societies. 
(Ohaeri et al., 2009). 
7.11 Summary of Pilot Study 
To sum up, the results of this study support the factor structure and 
indicate higher values of internal consistency for most of the instruments’ 
total scores, providing support for the use of all instruments among the 
Arabic-speaking adolescent population. To the researcher’s knowledge, this 
study is the first contribution that reports psychometric data for using the 
Arabic version of a set of instruments in an adolescent community sample, 
particularly, in Saudi Arabia. Results from this pilot study led to obtain more 
two scales namely; a) anxiety and b) social interaction in order to have more 
evidence of construct validity. Thus, the researcher has included those scales 
in his main study. Future studies should determine their psychometric 
properties among Arabic-speaking clinical samples. There are, however, some 
limitations to be considered. First, the representatives of the study sample 
were limited. Thus, the pilot study did not investigate the relations between 
the Arabic version and other related measures. Secondly, the majority of 
participants were high school students (77.7%), thus caution should be taken 
when generalising the results to other populations such as students under 14 
years old.  
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CHAPTER EIGHT 
8 RESULTS 
8.1 Study 1: Cross-sectional Study on a Community Sample 
The overall aim of the cross-sectional study was to investigate the relationships 
between social anxiety, social interaction, quality of life and culture tendency. To 
achieve this aim, quantitative data were collected and analysed to address the following 
four research questions:  
1. What is the prevalence of social anxiety among adolescents in Saudi Arabia as 
measured by SPIN and SAS-A? 
2. What is the relationship between social anxiety and quality of life in Saudi 
adolescents?  
3. What are the sex differences in social interaction anxiety, anxiety, social 
interaction, fear of negative evaluation, individualism-relatedness and quality of 
life? 
4. What are the differences in social anxiety in association with demographic and 
personal characteristics among adolescents in Saudi Arabia? 
The descriptive inferential statistics were used to present and summarise the 
results. The chapter is organised as follows:  
• Demographic characteristics of the respondents. 
• Some descriptive statistics of the main variables  
• The relationship between social anxiety and quality of life in Saudi adolescents 
• The differences in social interaction anxiety, anxiety, social interaction, fear of 
negative evaluation, self-referent adjective and quality of life related to boys and 
girls 
• The differences in social anxiety in association with demographic and personal 
characteristics among adolescents in Saudi Arabia  
• Results from clinical sample  
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• Results of cross-cultural differences  
• Results summary. 
The next section presents some descriptive statistics including frequencies, 
percentages means and standard deviations to investigate the individual set of observed 
variables measuring social anxiety, social interaction, cognitive aspect (fear of negative 
evaluation), positive relatedness, positive individualism and quality of life. 
8.2 Demographic Characteristics of the Community Respondents 
The overall response was 564 out of 700 questionnaires giving a response rate of 
80%. Table 8.1 summarises the demographic characteristics of the sample. The results 
show that approximately half of respondents 291 (51.6%) were girls and 273 (48.4%) of 
respondents were boys. Of the respondents, 216 (38.3%) are aged 17 years. The next 
highest age category was ‘18 years old’ (150, 26.6%). Family size for 396 (70.2%) of 
respondents was between 5 and 10. This might reflect the common large family size in 
Saudi Arabia. Fathers’ educational level for 177 (31.4) of the sample was ‘higher 
education’ which might indicate academic knowledge obtained by men in Saudi Arabia 
in last decades has been increased. In contrast, educational level of 173 (30.9%) of the 
mothers was ‘primary’. Saudi women have faced many obstacles and challenges to 
enjoy official education which has caused the delay of official women’s education for 
30 years since the establishment of the Saudi state. Of the respondents, 187 (33.4%) 
were of low socio-economic status. However, about three quarters of the respondents 
(406; 72.1%) belong to families owning their own house.  
 
 
 
 
 
 
 
 148 
 
Table 8.1: Demographic characteristics of community participants 
Demographic Frequency Percentage 
Sex   
Boys 273 48.4% 
Girls 291 51.6% 
   
Age   
12 1 0.2% 
13 11 2.0% 
14 9 1.6% 
15 41 7.3% 
16 128 22.7% 
17 216 38.3% 
18 150 26.6% 
19 8 1.4% 
   
Education Level   
Secondary School 56 9.9% 
High School 
 
508 90.1% 
Family number   
Between 3-5 80 14.2% 
Between 5-10 396 70.2% 
More than 10 
 
88 15.6 
Father education   
Primary level 91 16.1% 
Secondary level 87 15.4% 
High school level 172 30.5% 
Higher education 177 31.4% 
Postgraduate level 
 
37 6.6% 
Mother education   
Primary level 174 30.9% 
Secondary level 76 13.5% 
High school level 158 28.0% 
Higher education 139 24.6% 
Postgraduate level 
 
16 2.8% 
Family income   
5,000-10,000 SR 187 33.4% 
10,000-15,000 SR 145 25.9% 
15,000-20,000 SR 137 24.5% 
More than 20,000 SR 
 
91 16.3% 
Accommodation   
Owning Housing 406 72.1% 
Rental House 157 27.9% 
 
 149 
 
8.2.1 Question 1: What is the prevalence of social anxiety among school 
students (adolescents) in Saudi Arabia as measured by SPIN and SAS-
A? 
Regarding students’ reports of their social anxiety symptoms, the analysis for the 
levels of social anxiety symptoms showed that the majority of adolescents had no 
symptoms at all (39%, n = 220), while mild symptoms found were among 26.8% (n = 
151); moderate symptoms were observed among 22% (n = 124); those with severe to 
very severe symptoms were 79 (12.3%). Using 34 as the cut-off score for social phobia 
(SPIN) suggested by Mattick and Clarke (1998), 34.3% (n = 145) of the students were 
considered suffering from social phobia. 
In relation to subscales of SPIN, the analysis showed that the mean scores were 
as follows: Fear in social situations (M = 14.63, SD = 7.51), avoidance of performance 
or social situations (M = 6.55, SD = 4.07) and 1Tauthority problems 1T in social situations (M 
= 4.19, SD = 2.84). Using item analysis to examine the items that had the highest and 
lowest scores (see Appendix 4), the analysis showed that the mean items on SPIN 
subscale ranged from 2.05 (SD = 1.40) (item 15: Being embarrassed or looking stupid 
are among my worst fears) to 1.19 (SD = 1.27) (item 8: I avoid going to parties). The 
highest three items in addition to item 15 were item 12 (M = 1.94, SD = 1.41: I would 
do anything to avoid being criticized), item 5 (M = 1.93, SD = 1.25: Being criticized 
scares me a lot) and item 2 (M = 1.81, SD = 1.30: I am bothered by blushing in front of 
people).  
This also goes for the highest three items that the adolescents reported being: 
very much to extremely experiencing social phobia symptoms as items 15, 12, and 5 
had the highest percentage among all other items. The highest mean item scores (items 
15, 12, and 5) belong to the fear of social situation subscale, while the lowest mean item 
scores varied among the three subscales. The results support the mean scores of the 
subscales mentioned above in (See Appendix 4) that fear in social situation was the 
highest reported subscale among the three subscales. In conclusion, adolescents suffer 
social anxiety (social phobia) at a mild to moderate level, and about one third of the 
adolescents showed positive symptoms of social phobia (score > 34). On the other hand, 
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fear in social situations found to be the high concerned and reported among adolescents 
compared to avoidance and authority problems subscales.  
8.3 Reliability 
Cronbach’s alpha was calculated for all scales used in this study in order to 
examine the internal consistency. All of measures applied in this study were found to 
have high internal consistency, as displayed in table 8.2. The results for boys and girls 
appeared to be mostly identical. 
Table 8.2: Internal consistency (α) for all study scales  
Measure Cronbach’s Alpha  
 Total sample Boys Girls Number of Items 
SAS-A  .86 .86 .85 18 
SIAS .76 .75 .78 20 
BAI .85 .84 .84 21 
BFNE .82 .84 .81 12 
SI .73 .69 .78 9 
SPIN .87 .88 .86 17 
SRAQ .92 .94 .90 44 
WHOQOL-BREF .87 .86 .86 26 
Note: SIAS = Social Interaction Anxiety Scale, BAI = Beck Anxiety Inventory, BFNE = Brief version of 
the Fear of Negative Evaluation Scale, SI = Social Interaction, SPIN = Social Phobia Inventory, SAS-A = 
Social Anxiety Scale- Adolescents, SRAQ = Self-Referent Adjective Questionnaire, WHOQOL = World 
Health Organization’s Quality of Life Questionnaire. 
In addition, Cronbach’s alpha was calculated for each of the three subscales of 
the SAS-A in order to examine the internal consistency of the three subscales. One of 
the three subscales of the SAS-A was found to have high internal consistency, as 
displayed in table 8.3. In comparison, two subscales of the SAS-A were found to have 
rather moderate internal consistency. Consequently, results relating to these two 
variables should be treated with some caution.  
Table 8.3: Internal consistency (α) for the Social Anxiety Scale for Adolescents 
SAS-A and SAS-A subscales 
Measure Cronbach’s Alpha 
 Total sample Number of Items 
SAS-A total score .86 18 
FNE .84 6 
SAD-New .59 8 
SAD-General .58 4 
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Table 8.4: Internal consistency (α) for the Social Phobia Inventory (SPIN) and its 
subscales 
Measure Cronbach’s Alpha 
 Total sample Number of Items 
SPIN total score .87 17 
Fear .81 9 
Avoidance .66 5 
Authority Problems  .61 3 
 
Cronbach’s alphas were also calculated for each variable measured using 
subscale of SPIN, WHOQOL, BAI and SRAQ. All measures were found to have an 
acceptable (.60 or above) level of internal reliability except the Autonomic subscale of 
BAI. (See tables 8.4, 8.5, 8.6 and 8.7). 
Table 8.5: Internal consistency (α) for Quality of life (WHOQOL) and its 
subscales 
Measure Cronbach’s Alpha 
 Total sample Number of Items 
QoL total score .87 26 
Physical Health .66 7 
Psychological Health .67 6 
Social Relationships  .66 3 
Environment .72 8 
Table 8.6: Internal consistency (α) for BECK Anxiety Inventory (BAI) and its 
subscales 
Measure Cronbach’s Alpha 
 Total sample Number of Items 
BAI total score .85 21 
Subjective .69 6 
Neurophysiologic .71 7 
Autonomic  .56 4 
Panic-related .67 4 
Table 8.7: Internal consistency (α) for Self-Referent Adjective Questionnaire 
(SRAQ) and its subscales 
Measure Cronbach’s Alpha 
 Total sample Number of Items 
SRAQ total score .92 44 
Positive Individualism .87 23 
Positive Relatedness .88 21 
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8.4 Inter-correlation between Study Variables: Validity Check 
A Pearson’s two-tailed correlation analysis was conducted between variables. 
The correlations found are reported in table 8.8. 
Table 8.8: Intercorrelations (2-tailed) between study variables  
 SIAS BAI BFNE SI SPIN SAS-A SRAQPI SRAQPR WHOQOL 
SIAS  1         
BAI  .365** 1        
BFNE  .408** .461** 1       
SI  -.300** -.017 -.015 1      
SPIN  .504** .383** .596** -.169** 1     
SAS-A  .540** .378** .516** -.050 .611** 1    
SRAQPI -.241** -.006 -.006 .372** -.127** -.028 1   
SRAQPR -.158** .019 .064 .450** -.078 -.001 .651** 1  
WHOQOL -.300** -.316** -.216** .280** -.202** -.212** .281** .260** 1 
Note: SIAS = Social Interaction Anxiety Scale, BAI = Beck Anxiety Inventory, BFNE = Brief version of the Fear of Negative 
Evaluation Scale, SI = Social Interaction, SPIN = Social Phobia Inventory, SAS-A = Social Anxiety Scale- Adolescents, SRAQPI = 
Positive Individualism, SRAQPR = Positive Relatedness, WHOQOL = World Health Organisation’s Quality of Life Questionnaire. 
* = p < .01, ** = p < .001, N = 555. 
8.4.1 Social interaction anxiety (SIAS) 
The correlation of the SIAS and the BAI were examined to determine if social 
interaction anxiety appear to be related to anxiety symptoms mustering by the Beck 
Anxiety Inventory. Results indicates that social interaction anxiety correlated positively 
with the Beck Anxiety Inventory (r = .36, p < .001). Looking at subscales, a significant 
positive correlation was also found between social interaction anxiety and fear of 
negative evaluation (r = .40, p < .001). This can be deemed as convergent validity for 
SIAS. 
Social interaction anxiety was negatively correlated with social interaction (r =-
.30, p < .001), and positively correlated with the social phobia inventory scale (r = .50, 
p < .001. Social interaction anxiety was also positively and significantly correlated with 
the social anxiety scale for adolescents (r = .54, p < .001). Significant negative 
correlations were observed between social interaction anxiety and positive relatedness 
(r = -.24, p < .001) and positive individualism (r =-.15, p = .001). Reported quality of 
life and social interaction anxiety were negatively and significantly correlated (r = .30, p 
< .001). This can further provide a divergent validity for SIAS. 
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8.4.2 Anxiety (BAI) 
Anxiety (measured by BAI) was found to correlate positively with fear of 
negative evaluation (r = .46, p < .001), social phobia inventory scale (r = .38, p = .001) 
and social anxiety scale for adolescents (r = .37, p < .001). These can be seen as 
convergent validity for the mentioned scales. Negative relationship was found between 
anxiety and quality of life (r =-.31, p < .001). No significant relationships were found, 
however, between anxiety and social interaction, positive relatedness and positive 
individualism. 
8.4.3 Fear of negative evaluation (BFNE) 
A significant positive correlation was found between the fear of negative 
evaluation and both the social phobia inventory scale (r = .59, p < .001) and social 
anxiety scale for adolescents (r = .51, p < .001) whereas a significantly negative 
correlation was found between fear of negative evaluation and quality of life (r =-.21, p 
< .001), as a divergent validity for BFNE. No significant relationships were found, 
however, between fear of negative evaluation and social interaction, positive relatedness 
and positive individualism. 
8.4.4 Social interaction (SI) 
Social interaction was found to correlate negatively with social phobia inventory 
scale (r =-.16, p < .001). Positive relationships were found between social interaction 
and quality of life (r =-.28, p < .001), positive relatedness (r = .45, p < .001) and with 
positive individualism (r = .37, p < .001). The correlation with quality of life is regarded 
as convergent validity for SI. No significant relationship was found, however, between 
social interaction and social anxiety scale for adolescents. 
8.4.5 Social phobia inventory (SPIN) 
Social phobia scores were positively correlated with scores on the social anxiety 
scale for adolescents (r = .61, p < .001). Negative relationships were found between the 
social phobia inventory and quality of life (r =-.20, p < .001), and with positive 
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individualism (r = .12, p < .01); the former can be seen as divergent validity. No 
significant relationship was found, however, between the social phobia inventory and 
positive relatedness. 
8.4.6 Social anxiety scale for adolescents (SAS-A) 
Social anxiety (measured by SAS-A) was negatively correlated with quality of 
life (r =-.21, p < .001) which can be deemed as an index for divergent validity. No 
significant relationship was found, however, between social anxiety scale for 
adolescents and either positive relatedness or positive individualism. 
8.4.7 Positive individualism 
A significant positive correlation was found between positive individualism and 
both positive relatedness (r = .65, p < .001) and quality of life (r = .28, p < .001). 
Finally, quality of life was positively correlated with positive relatedness(r = .26, p 
< .001) and positive individualism (.260, p 001). 
8.5 QoL in Adolescents with and without Social Anxiety 
It is hypothesised that Saudi adolescents with social anxiety as measured by SAS-A 
will score less on WHOQOL-BREF scale than Saudi adolescents without social 
anxiety. 
In order to test the study hypothesises, series of t-tests were conducted to 
compare the study variables in two groups of adolescents with or without social anxiety. 
Table 8.9 indicates that there are significant differences between adolescents 
without social anxiety and adolescents with social anxiety as measured by ASA-A on 
quality of life total score and its subscales psychological health, social relationships and 
environment. That is, adolescents without social anxiety scored higher on quality of life 
and its subscales than adolescents with social anxiety. No significant difference was 
found in psychical health. 
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Table 8.9: Quality of life scores as measured by the WHQOL-BREF and its 
subscales in two groups with and without social anxiety (SAS-A) 
 Adolescents with 
social anxiety 
N = 152 
Adolescents without 
social anxiety 
N = 411 
t value p value 
 Mean Std. Deviation Mean Std. Deviation   
WHOQOL total score 
 
88.45 14.94 92.33 13.32 2.970 .003 
Physical health 22.82 4.25 22.69 3.68 -.378 .706 
Psychological health 19.94 4.24 21.62 3.76 4.524 .000 
Social relationships 10.46 2.75 10.98 2.50 2.119 .03 
Environment 27.30 6.08 28.75 5.67 2.625 .009 
 
It is hypothesised that Saudi adolescents with social anxiety as measured by SIAS 
will score less on WHOQOL-BREF scale than Saudi adolescents without social 
anxiety. 
It can be seen from table 8.10 that there are significant differences between 
adolescents without social anxiety and adolescents with social anxiety as measured by 
SIAS on quality of life total score and its subscales. That is, adolescents without social 
anxiety scored on quality of life and its subscales higher than adolescents with social 
anxiety.  
Table 8.10: Quality of life scores as measured by the WHQOL-BREF and its 
subscales in in two groups with and without social phobia (SIAS) 
 Adolescents with 
social phobia 
N = 145 
Adolescents without 
social phobia 
N = 419 
t value p value 
 Mean Std. Deviation Mean Std. Deviation   
WHOQOL total score 
 
86.63 15.08 92.89 13.04 4.782 .000 
Physical health 22.04 4.42 22.96 3.58 2.501 .01 
Psychological health 19.91 4.20 21.60 3.78 4.507 .000 
Social relationships 10.22 2.74 11.05 2.49 3.374 .001 
Environment 26.72 6.06 28.91 5.63 3.956 .000 
 
It is hypothesised that Saudi adolescents with social anxiety as measured by SIAS 
will score less on SRAQ scale than Saudi adolescents without social phobia. 
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Table 8.11 depicts that there is a significant difference between adolescents 
without social anxiety and those with social anxiety as measured by SIAS on positive 
individualism total score. That is, adolescents without social anxiety scored higher on 
positive individualism than adolescents with social anxiety. No significant difference 
was found in positive relatedness. 
Table 8.11: Positive Individualism and Positive Relatedness Adjectives mean 
scores as measured by the Self-Referent Adjective Questionnaire (SRAQ) in 
adolescents with and without social phobia (SIAS) 
 Adolescents with 
social phobia 
N = 145 
Adolescents without 
social phobia 
N = 419 
t value p value 
 Mean Std. Deviation Mean Std. Deviation   
Positive Individualism 52.44 14.31 57.14 15.51 3.201 .001 
Positive Relatedness 58.92 13.35 61.09 14.16 1.614 .107 
 
It is hypothesised that Saudi adolescents with social anxiety as measured by SAS-A 
will score less on SRAQ scale than Saudi adolescents without social anxiety. 
Table 8.12 demonstrates that there is no significant difference between 
adolescents without social anxiety and those with social anxiety (as measured by SAS-
A) on positive individualism total score and positive relatedness. 
Table 8.12: Positive Individualism and Positive Relatedness Adjectives mean 
scores as measured by the Self-Referent Adjective Questionnaire (SRAQ) in 
adolescents with and without social anxiety (SAS-A) 
 Adolescents with 
social anxiety 
N = 152 
Adolescents without 
social anxiety 
N = 411 
t value p value 
 Mean Std. Deviation Mean Std. Deviation   
Positive Individualism 54.65 15.00 56.36 15.45 1.174 .241 
Positive Relatedness 60.14 14.11 60.64 13.94 .378 .705 
 
8.6 Sex Differences Results 
It is hypothesised that boys and girls differ on social anxiety as measured by SAS-
A and SPIN.  
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T-test for SAS-A and SAS-A subscales in both sex groups: 
An independent-samples t-test was conducted to compare the mean scores on the 
SAS-A scores, FNE, SAD-New and SAD-General between two sex groups. There was 
no significant difference on SAS-A, FNE, and SAD-New scores between boys and girls. 
There was a significant difference on SAD-General scores for boys (M = 9.56, SD = 
3.20) and girls (M = 9.06, SD = 3.09; t (561) = 1.89, p = .05, two-tailed). (See table 
8.13.) 
T-test for SPIN and SPIN subscales in both sex groups: 
An independent-samples t-test was conducted to compare the SPIN scores, Fear, 
Avoidance and Authority Problems in two groups of boys and girls. There was a 
significant difference on SPIN scores for boys (M = 27.03, SD = 13.75) and girls (M = 
23.82, SD = 11.45; t (562) = 3.02, p = .003, two-tailed). There was a significant 
difference on Fear scores for boys (M = 15.51, SD = 8.19) and girls (M = 13.81, SD = 
6.72; t (562) = 2.70, p = .007, two-tailed). There was a significant difference on 
Avoidance scores for boys (M = 7.24, SD = 4.37) and girls (M = 5.89, SD = 3.66; t (562) 
= 3.99, p = .000, two-tailed). There was no significant difference on Authority Problem 
scores between boys (M = 4.27, SD = 3.04) and girls (M = 4.11, SD = 2.64; t (562) = .67, 
p = .50, two-tailed). (See table 8.14.)  
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Table 8.13: Means and standard deviations for the SAS-A total and subscale scores, boys and girls t-test  SAS-A                 FNE P t df SAD-General p t df SAD-New p t df Total score p t df  Range: 8-40    Range:4-20    Range: 6-30    Range:18-90     (mean ± SD)    (mean ± SD)    (mean ± SD)    (mean ± SD)    
Gender  .69 .39 561  .05 1.89 561  .51 .65 561  .33 .96 561 
Boy 17.19 ± 6.91    9.56 ± 3.20    15.86 ± 4.46    42.61 ± 12.56    
Girl 16.97± 6.05    9.06 ± 3.09    15.62 ± 3.98    41.66 ± 10.77     
Table 8.14: Means and standard deviations for the SPIN total and subscale scores, boys and girls t-test  SPIN                 Fear p t df Avoidance p t df Authority 
Problems 
p t df Total score p t df 
 Range:8-40    Range:4-45    Range: 4-12    Range:0-68    
 (mean ± SD)    (mean ± SD)    (mean± SD)    (mean ± SD)    
Gender  .007 2.70 562  .000 3.99 562  .50 .67 562  .003 3.02 562 
Boy 15.51 ± 8.19    7.24 ± 4.37    4.27 ± 3.04    27.03 ± 13.75    
Girl 13.81± 6.72    5.89 ± 3.66    4.11 ± 2.64    23.82 ± 11.45    
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MANOVA results according to sex differences: 
A one-way between-groups multivariate analysis of variance (MANOVA) was 
performed to investigate sex differences in social anxiety and quality of life. Six 
dependent variables were used: social interaction anxiety, anxiety, fear of negative 
evaluation, social interaction, social phobia inventory, social anxiety on adolescents, 
individualism vs. relatedness and quality of life. The independent variable was sex. 
There was a statistically significant difference between males and females on the 
combined dependent variables, F (8, 716) = 15.34, p < .001; Wilks’ Lambda = .85; 
partial eta squared = .14.  
When the results for the dependent variables were considered separately, there 
was a significant difference for anxiety, F (1,723) = 45.34, p < .001. An inspection of 
the mean scores indicated that females reported slightly higher levels of anxiety (M = 
20.95, SD = 10.33) than males (M = 15.75, SD = 10.26). Moreover, there was a 
significant finding for Social Interaction, F (1, 723) = 8.54, p = .004. The mean scores 
indicated that females reported high levels of social interaction (M = 21.80, SD = 6.05) 
more than males (M = 20.46, SD = 6.12). In terms of individualism vs. relatedness, there 
was a significant result, F = (1.723) = 6.51, p = .01. The mean score indicated that 
females reported higher levels of individualism vs. relatedness (M = 118.65, SD = 12.22) 
than males (88.59, SD = 15.41). Finally, difference on Quality of Life was statistically 
significant, F = (1. 723) = 15.26, p < .001. 
MANOVA results according to sample differences: 
A one-way between-groups multivariate analysis of variance (MANOVA) was 
performed to investigate sample differences in all the study variable. Six dependent 
variables were used: social interaction anxiety, anxiety, fear of negative evaluation, 
social interaction, social phobia inventory, social anxiety, individualism vs. relatedness 
and quality of life. The independent variable was participant group. There was a 
statistically significant difference between community and clinical samples on the 
combined dependent variables, F (8,716) = 16.25, p < .001; Wilks’ Lambda = .84; 
partial eta squared = .15.  
 160 
 
When the results for the dependent variables were considered separately, there 
was a significant result for social interaction anxiety; F (1,723) = 67.12, p = .000. The 
mean scores indicate that the clinical sample reported slightly higher levels of social 
interaction anxiety (M = 33.53, SD = 9.85) than the community sample (M = 26.19, SD 
= 10.32). Moreover, there was a significant finding for the variable of anxiety, F (1,723) 
= 52.08, p = .000. The mean scores indicate that the clinical sample reported higher 
levels of anxiety (M = 23.65, SD = 10.46) than the community sample (M = 17.16, SD = 
10.13).  
Statistical significant difference of Fear of negative evaluation was found, F 
(1,723) = 60.20, p = .000. The mean scores indicated that the clinical sample scored 
higher on Fear of negative evaluation (M = 32.87, SD = 8.31) than the community 
sample (M = 27.13, SD = 8.46). In terms of, social phobia inventory, a statistical 
significant difference was also found, F (1,723) = 70.43, p = .000. The mean scores 
indicated that the clinical sample reported higher levels of Social phobia inventory (M = 
34.18, SD = 10.81) than the community sample (M = 25.20, SD = 12.60). Meanwhile, 
social anxiety for adolescents was found to have a statistical significant difference, F = 
(1.723) = 101.27, p = .000. The mean score indicated that the clinical sample scored 
higher on social anxiety for adolescents (M = 51.79, SD = 9.41) than the community 
sample (M = 41.94, SD = 11.65). 
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It is hypothesised that there is statistical differences on social interaction anxiety, 
anxiety, social interaction, fear of negative evaluation, self-referent adjective and 
quality of life between boys and girls. 
Table 8.15: Results from the independent sample t-test for differences between 
male and female adolescents on SIAS, BAI, BFNE, SI, SRAQPI, SRAQPR and 
WHOQOL 
 Male vs. Female N Mean Std. Deviation t value p value 
SIAS Male 264 26.45 10.54 .569 .57 
Female 291 25.95 10.14   
BAI Male 264 14.73 9.82 -5.530 .000 
Female 291 19.37 9.92   
BFNE Male 264 26.80 9.40 -.885 .377 
Female 291 27.43 7.51   
SI Male 264 20.46 6.08 -3.193 .001 
Female 291 22.10 6.01   
SRAQPI Male 264 55.42 16.93 -.766 .44 
Female 291 56.41 13.70   
SRAQPR Male 264 58.27 15.93 -3.772 .000 
 Female 291 62.66 11.47   
WHOQOL Male 264 88.79 15.20 -4.221 .000 
Female 291 93.68 12.05   
Note: SIAS = Social Interaction Anxiety Scale, BAI = Beck Anxiety Inventory, BFNE = Brief version of the Fear of 
Negative Evaluation Scale, SI = Social Interaction, SRAQPI = Positive Individualism, SRAQPR = Positive 
Relatedness, WHOQOL = World Health Organisation’s Quality of Life Questionnaire.  
Differences between male and female adolescents on SIAS, BAI, BFNE, SI, 
SRAQPI, SRAQPR and WHOQOL: 
Results on the above mentioned scales showed that there was no significant 
difference on SIAS, BFNE, SRAQ (positive individualism) scores for boys. Whereas, 
there was a significant difference on BAI scores for boys and girls (t (553) = -5.530, p 
= .000, two-tailed). Results also reflected a significant difference on SI scores for boys 
(t (553) = -3.193, p = .001, two-tailed). On the contrary, results showed no significant 
difference in Concerning differences between boys and girls in SRAQ, results indicated 
a significant difference in SRAQ (positive relatedness) scores for boys and girls (t (553) 
= -3.772, p = .000, two-tailed). In the meantime, there was a significant difference on 
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WHOQOL scores for boys and girls (t (553) = -4.221, p = .000, two-tailed). (See table 
8.15.) 
8.6.1 Question 2: What are the differences in social anxiety related to select 
to demographic and personal characteristics among school students 
(adolescents) in Saudi Arabia? 
Age differences 
Participants were divided into three groups according to their age (Group 1: 12-
14 years; Group 2: 15-17 years; Group 3: 18-19 years). A one-way ANOVA was 
conducted to explore the impact of age levels on social anxiety, as measured by social 
anxiety for adolescents (SAS-A). There was a statistically significant difference at the p 
< .05 level on SAS-A scores for the three age groups: F (2.531) = 3.295, p = .03. 
Despite reaching statistical significance, the actual difference on mean scores between 
the groups was quite small. The effect size, calculated using eta squared, was 0.01. Post-
hoc comparison using the Tukey HSD test indicated that the mean score for Group 2 (M 
= 42.64, SD = 11.90) was significantly different from Group 3 (M = 39.77, SD = 10.01), 
(p = .032). Group 1 (M = 43.11, SD = 16.79) did not differ significantly from either 
Group 2 or 3.  
In terms of the SAS-A subscale, there was a statistically significant difference at 
the p < .05 level on FNE scores for three age groups: F (2,560) = 4.125, p = .01. Post-
hoc comparison using the Tukey HSD test indicated that the mean score for Group 2 (M 
= 17.57, SD = 6.68) was significantly different from Group 3 (M = 15.82, SD = 5.40), (p 
= .012). Group 1 (M = 17.30.11, SD = 8.92) did not differ significantly from either 
Group 2 or 3. There was no statistically significant difference at the p < .05 level on 
SAD-General scores for three age groups: F (2,560) = .697, p = .49. There was no 
statistically significant difference at the p < .05 level in SAD-New scores for three age 
groups: F (2,560) = .800, p = .45. On the one-way ANOVA no statistically significant 
difference was found at the p < .05 level on SIAS scores for the three age groups: F 
(2.531) = .465, p = .62.  
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Furthermore, the one-way ANOVA findings revealed that there was a 
statistically significant difference at the p < .05 level in SAS-A scores for the three age 
groups: F (2.531) = 6.138, p = .002. Despite reaching statistical significance, the actual 
difference on mean scores between the groups was quite small. The effect size, 
calculated using eta squared, was 0.02. Post-hoc comparison using the Tukey HSD test 
indicated that the mean score for Group 1 (M = 10.77, SD = 7.65) was significantly 
different from Group 2 (M = 18.01, SD = 10.01), (p = .008). Group 3 (M = 25.51, SD = 
8.81) did not differ significantly from either Group 1 or 2.  
Findings also showed that there was a statistically significant difference at the p 
< .05 level on SAS-A scores for the three age groups: F (2.531) = 3.897, p = .021. 
Despite reaching statistical significance, the actual difference on mean scores between 
the groups was quite small. The effect size, calculated using eta squared, was 0.01. Post-
hoc comparison using the Tukey HSD test indicated that the mean score for Group 2 (M 
= 27.73, SD = 8.13) was significantly different from Group 3 (M = 25.51, SD = 8.81), (p 
= .019). Group 1 (M = 25.83, SD = 9.38) did not differ significantly from either Group 2 
or 3.  
There was no statistically significant difference at the p < .05 level in SI scores 
for the three age groups: F (2.531) = .111, p = .89. There was no statistically significant 
difference at the p < .05 level on SPIN and SI scores for the three age groups. The one-
way ANOVA showed no significant results for Self-Referent Adjective, as measured by 
Self-Referent Adjective (SRAQ): F (2.531) = 1.209, p = .29 and quality of life, as 
measured by the World Health Organization’s quality of life (WHOQOL): F (2.531) = 
1.012, p = .36.  
8.7 Family Income 
A one-way ANOVA analysis of variance was conducted to explore the impact 
of family income levels on the research variables. Participants were divided into four 
groups according to their family income (Group 1, n = 169: 5,000-10,000 SR, Group 2, 
n = 139: 10,000-15,000 SR, Group 3 n = 135: 15,000-20,000 SR, Group 4, n = 87: More 
than 20,000 SR). There was a statistically significant difference at the p < .05 level on 
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SAS-A scores for the four family income groups: F (3.526) = 6.680, p = .000. Despite 
reaching statistical significance, the actual difference in mean scores between the groups 
was quite small. Post-hoc comparison using the Tukey HSD test indicated that the mean 
score for Group 1 (M = 42.67, SD = 11.39) was significantly different from Group 3 (M 
= 39.00, SD = 10.66), (p = .03). Group 2 (M = 44.80, SD = 12.75) was significantly 
different from Group 3 (M = 39.00, SD = 10.66), and Group 4 (M = 40.22, SD = 10.77). 
Group 3 was significantly different from Group 1 (M = 39.00, SD = 10.66) and Group 2 
(M = 44.80, SD = 12.75). Group 4 was significantly different from Group 2 only.  
There was also a statistically significant difference at the p < .05 level on SIAS 
scores for the four family income groups: F (3.526) = 5.038, p = .002. Post-hoc 
comparison using the Tukey HSD test indicated that the mean score for Group 2 (M = 
28.69, SD = 11.21) was significantly different from Group 3 (M = 24.55, SD = 10.06) 
and group 4 (M = 24.24, SD = 10.41). Group 4 (M = 24.24, SD = 10.41) was 
significantly different from Group 2 (M = 28.69, SD = 11.21). 
There was no statistically significant difference at the p < .05 level on BAI (F 
(2.531) = 1.0217, p = .38) and SAS-A scores for the four family income groups (F 
(2.531) = .788, p = .50).  
Moreover, the results showed SI (F (3.526) = 2.671, p = .04) and QoL scores for 
the four family income groups (F (3.526) = 2.946, p = .03). However, the actual 
difference in mean scores between the groups was small. In terms of SIAS, post-hoc 
comparison using the Tukey HSD test indicated that the mean score for only Group 1 
(M = 20.55, SD = 5.76) was significantly different from Group 3 (M = 22.36, SD = 
6.18); for SI, the mean score for only Group 2(M = 27.07, SD = 13.43) was significantly 
different from Group 3 (M = 23.22, SD = 12.01); for WHOQOL, the mean score for 
only Group 1 (M = 89.57, SD = 13.03) was significantly different from Group 2 (M = 
93.71, SD = 12.14). There was no statistically significant difference at the p < .05 level 
on Self-Referent Adjectives (F (3.526) = 2.293, p = .07) and on BAI (F (2.531) = 
1.0217, p = .38) scores for the four family income groups. 
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8.8 Family Size  
Participants were divided into three groups according to their family size (Group 
1, n = 75: 3-5 siblings, Group 2, n = 378: 5-10 siblings, Group 3 n = 135: more than 10). 
There was a statistically significant difference at the p < .05 level in SAS-A scores for 
the family four family number groups: F (2.531) = .154, p = .85. There was statistically 
significant difference at the p < .05 level in SIAS scores for the four family number 
groups: F (2.531) = 1.589, p = .20. There was no statistically significant difference at 
the p < .05 level in BAI scores for the four family number groups: F (2.531) = 1.184, p 
= .30. There was no statistically significant difference at the p < .05 level in BFNE 
scores for the four family number groups: F (2.531) = 2.390, p = .09. There was 
statistically significant difference at the p < .05 level in SIAS scores for the four family 
number groups: F (3.531) = .558, p = .57. There was a statistically significant difference 
at the p < .05 level in SPIN scores for the four family number groups: F (2.531) = 2.236, 
p = .10. There was no statistically significant difference at the p < .05 level in Self-
Referent Adjective scores for the four family income groups: F (2.531) = 2.186, p = .11. 
Participants were divided into four groups according to their family number 
(Group 1, n = 75: 3-5 siblings, Group 2, n = 378: 5-10 siblings, Group 3 n = 135: more 
than 10). There was a statistically significant difference at the p < .05 level in QoL 
scores for the three family number groups: F (2.531) = 3.732, p = .02. Despite reaching 
statistical significance, the actual difference in mean scores between the groups was 
quite small. Post-hoc comparison using the Tukey HSD test indicated that the mean 
score for only Group 1 (M = 94.64, SD = 13.52) which was significantly different from 
Group 3 (M = 88.96, SD = 12.40). 
8.9 Study 2: Clinical Sample  
Differences between community and clinical samples on SIAS, BAI, 
BFNE, SI, SPIN, SAS-A, SRAQPI, SRAQPR and WHOQOL: 
It is hypothesised that there is statistical difference on social interaction anxiety, 
anxiety, social interaction, fear of negative evaluation, social phobia inventory, 
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social anxiety, self-referent adjective and quality of life between community and 
clinical samples. 
The overall response from clinical sample was 170 out of 200 questionnaires 
giving a response rate of 85%. Table 8.16 summarises the demographic characteristics 
of the clinical sample. The results show that 118 (69.4%) of respondents are girls and 52 
(30.6%) of respondents are boys. Most of the samples are in high school, 152 (89.4%). 
Most of the respondents were 17 years old and over.  
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Table 8.16: Demographic characteristics of clinical participants 
Demographics Frequency Percentage 
Sex   
Boys 52 30.6% 
Girls 118 69.4% 
   
Age   
13 3 1.8% 
14 3 1.8% 
15 8 4.7% 
16 37 21.8% 
17 79 46.5% 
18 40 23.5% 
   
Education Level   
Secondary School 18 10.6% 
High School 152 89.4% 
Family number   
Between 3-5 22 12.9% 
Between 5-10 123 72.4% 
More than 10 
 
25 14.7% 
Father education   
Primary level 21 12.4% 
Secondary level 29 17.1% 
High school level 61 35.9% 
Higher education 50 29.4% 
Postgraduate level 
 
9 5.3% 
Mother education   
Primary level 33 19.4% 
Secondary level 42 24.7% 
High school level 52 30.6% 
Higher education 40 23.5% 
Postgraduate level 
 
3 1.8% 
Family income   
5,000-10,000 SR 34 20.0% 
10,000-15,000 SR 81 47.6% 
15,000-20,000 SR 36 21.2% 
More than 20,000 SR 
 
19 11.2% 
Accommodation   
Owning Housing 92 54.1% 
Rent Housing 78 45.9% 
An independent-samples t-test was conducted to compare the study variables 
between community and clinical sample. In this respect, the results showed a significant 
difference on SIAS scores between community (M = 26.19, SD = 10.32) and clinical (M 
= 33.53, SD = 9.85; t (723) = -8.193, p = .000, two-tailed) samples. Concerning the BAI 
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scale, the results also showed a significant difference between the community (M = 
17.16, SD = 10.13) and clinical (M = 23.65, SD = 10.64; t (723) = -7.217, p = .000, two-
tailed) samples. Moreover, adolescents’ scores for the scale of BFEN appeared to have a 
significant difference between community (M = 27.13, SD = 8.46) and clinical (M = 
32.87, SD = 8.31; t (723) = -7.759, p = .000, two-tailed). On the contrary, no significant 
difference was found on SI scores for the community (M = 21.32, SD = 6.09) and 
clinical (M = 20.88, SD = 6.20; t (723) = .809, p = .41, two-tailed) samples. For SPIN 
and SAS-A scales, statistical results indicated that the community sample differs 
significantly on SPIN (community: M = 25.20, SD = 12.60; clinical: M = 34.18, SD = 
10.81; t (723) -8.393, p = .000, two-tailed) and on SAS-A (community: M = 41.94, SD 
= 11.65; clinical: M = 51.79, SD = 9.41; t (723) = -10.063, p = .000, two-tailed). 
No significant difference was found on SARAQPI (community: M = 55.93, SD 
= 15.34; clinical: M = 55.88, SD = 13.77; t (723) = .037, p = .97, two-tailed) and on 
SARAQPR (community: M = 60.53, SD = 13.97; clinical: M = 61.88 SD = 12.53; t (723) 
= -1.130, p = .25, two-tailed). Also no significant difference was found on WHOQOL 
scores between community (M = 91.35, SD = 13.85) and clinical (M = 89.23, SD = 
13.71; t (723) = .17, p = .86, two-tailed) samples. (See table 8.17.) 
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Table 8.17: Results from the independent sample t-test for differences between 
community and clinical samples in SIAS, BAI, BFNE, SI, SPIN, SAS-A, SRAQPI, 
SRAQPR and WHOQOL 
 Normal vs. Clinical N Mean Std. 
Deviation 
t value p value 
SIAS community 555 26.19 10.32 -8.193 .000 
clinical 170 33.53 9.85   
BAI community 555 17.16 10.13 -7.217 .000 
clinical 170 23.65 10.64   
BFNE community 555 27.13 8.46 -7.759 .000 
clinical 170 32.87 8.31   
SI community 555 21.32 6.09 .809 .41 
clinical 170 20.88 6.20   
SPIN community 555 25.20 12.60 -8.393 .000 
clinical 170 34.18 10.81   
SAS-A community 555 41.94 11.65 -10.063 .000 
clinical 170 51.79 9.41   
SARAQPI community 555 55.93 15.34 .037 .97 
 clinical 170 55.88 13.77   
SRAQPR community 555 60.53 13.97 -1.130 .25 
clinical 170 61.88 12.53   
WHOQOL community 555 91.35 13.85 1.753 .08 
 clinical 170 89.23 13.71   
Note: SIAS = Social Interaction Anxiety Scale, BAI = Beck Anxiety Inventory, BFNE = Brief version of the Fear of 
Negative Evaluation Scale, SI = Social Interaction, SPIN = Social Phobia Inventory, SAS-A = Social Anxiety Scale- 
Adolescents, SRAQPI = Positive Individualism, SRAQPR = Positive Relatedness, WHOQOL = World Health 
Organisation’s Quality of Life Questionnaire.  
8.10 Study 3: Cross-cultural Comparison: Saudi and British 
Samples 
It is hypothesised that there is statistically difference on social interaction anxiety, 
anxiety, social interaction, fear of negative evaluation, social phobia inventory, 
social anxiety, self-referent adjectives and quality of life between Saudi adolescents 
and British adolescents sample.  
 
Demographic characteristics of the respondents 
The overall response of British participants was 64 out of 100 questionnaires 
giving a response rate of 56%. Table 8.18 summarises the demographic characteristics 
of the sample. The results show that more than half of respondents 34 (53.9%) are girls 
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and 30 (46.9%) of respondents are boys. The majority of the respondents 30 (46.9%) are 
aged 16 years. Seventeen years old is the next highest age category of the respondents 
23 (35.9%). In order to have an equal sample with British participants group, the 
researcher selected a comparable number of Saudi adolescents from the age range 16-18 
years with the same sex balance. In the Saudi sample in this case there were 100 
participants.  
Table 8.18: Demographic characteristics of British participants 
Demographics Frequency Percentage 
Sex   
Saudi   
Boys 47 47.0% 
Girls 53 53.0% 
British   
Boys 30 46.9 
Girls 34 53.9 
Age   
Saudi   
16 20 20.0% 
17 40 20.0% 
18 40 40.0% 
British   
16 30 46.9% 
17 23 35.9% 
18 11 17.2% 
Education Level   
Saudi   
High School 100 100% 
British   
Sixth Form College 64 100% 
 
Differences between Saudi adolescents and British adolescents on SIAS, 
BAI, BFNE, SI, SPIN, SAS-A, SRAQPI, SRAQPR and WHOQOL: 
A series of independent-sample t-tests was conducted to compare the study 
variables between high school Saudi adolescents and British adolescents. No significant 
difference was found on SIAS scores for Saudi adolescents and British adolescents. 
Whereas, a marginally significant differences was found on BAI scores between Saudi 
adolescents (M = 17.31, SD = 9.40) and British adolescents (M = 14.35, SD = 11.11; t 
(162) = 1.824, p = .07, two-tailed), meaning the Saudi sample reported a higher level of 
anxiety. Concerning the BFNE scale, there was a significant difference on BFNE scores 
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for Saudi adolescents (M = 25.74, SD = 8.47) than the British adolescents (M = 29.60, 
SD = 7.50; t (161) = -2.969, p = .03, two-tailed). Concerning the SI scale, there was no 
significant difference for Saudi adolescents (M = 20.76, SD = 5.76) and British 
adolescents (M = 19.15, SD = 5.92; t (161) = 1.725, p = .08, two-tailed). Statistical 
analysis of the SPIN scale indicated a significant difference on SPIN scores between 
Saudi adolescents (M = 24.39, SD = 11.42) and British adolescents (M = 18.31, SD = 
10.52; t (162) 3.426, p = .001, two-tailed), whereas no significant difference on SAS-A, 
SARAQPI, SARAQPR and WHOQOL was found between two groups. (See table 8.19.) 
Table 8.19: Results from the independent sample t-test for differences between 
Saudi adolescents and British adolescents in SIAS, BAI, BFNE, SI, SRAQPI, 
SRAQPR and WHOQOL. 
 Saudi vs. 
British 
N Mean Std. Deviation t value p value 
SIAS Saudi 100 24.68 10.07 -1.106 .27 
British 64 26.57 11.67   
BAI Saudi 100 17.31 9.40 1.824 .07 
British 64 14.35 11.11   
BFNE Saudi 99 25.74 8.47 -2.969 .003 
British 64 29.60 7.50   
SI Saudi 99 20.76 5.76 1.725 .08 
British 64 19.15 5.92   
SPIN Saudi 100 24.39 11.42 3.426 .001 
British 64 18.31 10.52   
SAS-A Saudi 99 41.97 11.68 -1.160 .24 
British 64 44.35 14.35   
SARAQPI Saudi 100 54.27 14.54 -.592 .55 
 British 64 55.68 15.58   
SRAQPR Saudi 100 60.53 13.40 .307 .75 
British 64 59.87 13.16   
WHOQOL Saudi 100 91.57 14.44 1.527 .12 
 British 64 88.25 12.10   
Note: SIAS = Social Interaction Anxiety Scale, BAI = Beck Anxiety Inventory, BFNE = Brief version of the Fear of 
Negative Evaluation Scale, SI = Social Interaction, SPIN = Social Phobia Inventory, SAS-A = Social Anxiety Scale- 
Adolescents, SRAQPI = Positive Individualism, SRAQPR = Positive Relatedness, WHOQOL = World Health 
Organisation’s Quality of Life Questionnaire.  
According to table 8.20, the statistical findings showed no significant difference 
on WHOQOL (total score) between Saudi adolescents and British adolescents. However, 
in relation to WHOQOL subscales, the results reflected a significant difference on 
Physical health scores between Saudi adolescents (M = 22.60, SD = 4.10) and British 
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adolescents (M = 21.23, SD = 3.50; t (162) = 2.197, p = .02, two-tailed) and a 
significant difference in Psychological health scores between Saudi adolescents (M = 
21.35, SD = 4.01) and British adolescents (M = 19.07, SD = 3.33; t (162) = 3.765, p 
< .001, two-tailed). A significant difference was found on Social relationships scores 
between Saudi adolescents (M = 11.07, SD = 2.38) and British adolescents (M = 8.92, 
SD = 2.88; t (162) = 5.175, p = .000, two-tailed). Finally, results indicated a significant 
difference on Environmental health scores for Saudi adolescents (M = 28.29, SD = 5.91) 
and British adolescents (M = 31.17, SD = 5.05; t (162) = -3.218, p = .002, two-tailed).  
Table 8.20: Results from the independent sample t-test for differences between 
Saudi and British adolescents on WHOQOL and its subscales. 
 Saudi vs. British N Mean Std. 
Deviation 
t value p value 
WHOQOL Saudi 100 91.57 14.44 1.527 .12 
British 64 88.25 12.10   
Physical health Saudi 100 22.60 4.10 2.197 .02 
British 64 21.23 3.50   
Psychological health Saudi 99 21.35 4.01 3.765 .000 
British 64 19.07 3.33   
Social relationships Saudi 99 11.07 2.38 5.175 .000 
British 64 8.92 2.88   
Environmental health Saudi 100 28.29 5.91 -3.218 .002 
 British 64 31.17 5.05   
 
In relation to BAI subscales, significant differences were found on subjective (t 
(162) = 2.269, p = .02, two-tailed), Autonomic (t (162) = 2.335, p = .02) subscales 
between Saudi adolescents and British adolescents, showing that the Saudi sample 
reported a higher level of subjective anxiety. No significant differences were found in 
the results of the Saudi adolescents (M = 3.94, SD = 3.88) compared to the British 
adolescents (M = 3.82, SD = 4.31; t (162) = .172, p = .86, two-tailed). Moreover, a 
significant difference was found on Panic-related and Neurophysiologic subscales 
between two groups. (See Table 8.21) 
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Table 8.21: Results from the independent sample t-test for differences between 
Saudi adolescents and British adolescents on BAI and its subscales 
 Saudi vs. British N Mean Std. 
Deviation 
t value p value 
BAI Saudi 100 17.31 9.40 1.824 .07 
British 64 14.35 11.11   
Subjective Saudi 100 7.44 3.78 2.269 .02 
British 64 5.96 4.43   
Neurophysiologic Saudi 100 3.94 3.88 .172 .86 
British 64 3.82 4.31   
Autonomic Saudi 100 3.77 2.53 2.335 .02 
British 64 2.85 2.26   
Panic-related Saudi 100 2.16 2.09 1.460 .14 
 British 64 1.70 1.70   
 
Table 8.22: Results from the independent sample t-test for differences between 
Saudi adolescents and British adolescents on SPIN and its subscales 
 Saudi vs. British N Mean Std. Deviation t value p value 
SPIN Saudi 100 24.39 11.42 3.426 .001 
British 64 18.31 10.52   
Fear Saudi 100 14.00 7.06 2.621 .01 
British 64 11.10 6.59   
Avoidance Saudi 100 6.66 3.63 5.186 .000 
 British 64 3.81 3.08   
Authority Problems Saudi 100 3.73 2.54 .862 .39 
 British 64 3.39 2.32   
 
Table 8.22 reveals that there are significant differences on Fear and Avoidance 
subscales between the two groups. No significant difference on the Authority Problems 
subscale was found between Saudi adolescents and British adolescents. 
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Table 8.23: Results from the independent sample t-test for differences between 
Saudi adolescents and British adolescents in SAS-A and its subscales. 
 Saudi vs. British N Mean Std. 
Deviation 
t value p value 
SAS-A total score Saudi 99 41.97 11.68 -1.160 .24 
British 64 44.35 14.35   
SAD-New Saudi 99 16.60 4.17 .368 .71 
 British 64 15.34 4.81   
FNE Saudi 99 16.80 6.35 -3.566 .000 
British 64 20.73 7.59   
SAD-General Saudi 99 9.56 3.14 2.351 .02 
 British 64 8.28 3.77   
Results in table 8.23 indicates no significant difference on SAD-New scores for 
Saudi adolescents and British adolescents, whereas a significant difference was found 
on FNE and SAD-General subscales between Saudi adolescents and British adolescents.  
Differences on Social Anxiety between Saudi, British, the USA, Chinese, 
Spanish and Turkish Adolescents 
In order to conduct a comparative analysis of social anxiety between the Saudi 
Arabian and British samples, further countries (China, Spain, the USA and Turkey) 
were compared in terms of scores on the SAS-A scale. The remaining study analyses 
pertained to differences on levels of social anxiety between adolescents from Saudi 
Arabia, the United Kingdom, the USA, China, Spain and Turkey. Means and standard 
deviations for the SAS-A total and subscales obtained from adolescents in this study 
were compared to those reported by La Greca (1999) in the USA, and Zhou et al. (2008) 
in China, Olivares et al. (2005) in Spain and Memik et al. (2010) in Turkey. (See table 
8.24.)  
Even though no inferential statistics were conducted between those countries 
based on the available research conducted in these countries, the results expected that: 
(a) Saudi adolescents scored less than Chinese adolescents on the FNE, SAD-New, and 
SAD-General subscales and on the SAS-A total; (b) Saudi adolescents scored 
significantly higher than British adolescents on the FNE, SAD-New, SAD-General 
subscales, and on the SAS-A total; (c) Saudi adolescents scored less than Chinese 
adolescents on the FNE, SAD-New, and SAD-General subscales and on the SAS-A 
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total; (d) Saudi adolescents scored less than Chinese adolescents on the FNE, SAD-New, 
and SAD-General subscales and on the SAS-A total; (e) Saudi adolescents scored less 
than Chinese adolescents on the FNE, SAD-New, and SAD-General subscales and on 
the SAS-A total; (f) Saudi adolescents scored less than Spanish adolescents on the FNE 
and on the SAS-A total but were higher on SAD-New and (g) Saudi adolescents scored 
less than Turkish adolescents on the FNE subscale and on the SAS-A total but were 
higher on SAD-New and SAD-General. 
Table 8.24: Means and standard deviations for the SAS-A total score and 
subscale scores in Saudi Arabia, the United Kingdom, the USA, China, Spain and 
Turkey. 
 Study Groups Comparative data 
 Saudi British American Chinese  Spanish Turkish 
 (N 563) (N 64) (N 259) (N 296) (N 2,407) (N 1,713) 
Age (mean ± SD) 16.79 ± 1.13 16.70 ± 0.74 17.04 ± 0.91 15.52 ± 1.70 15.08 ± 0.88 12.59 ± 0.93 
SAS-A       
FNE 17.07 ± 6.48 20.73 ± 7.59 16.81 ± 6.4 22.73 ± 5.9 20.44 ± 6.93 19.88 ± 7.15 
Rank: 8-40 (mean± SD)        
SAD-General 9.30 ± 3.15 8.28 ± 3.77 6.91 ± 2.08 9.91 ± 2.5 7.86 ± 3.07 8.12 ± 3.60 
Rank: 4-20 (mean± SD)       
SAD-New 15.74 ± 4.21 15.34 ± 4.81 15.37 ± 4.7 16.84 ± 4.1 14.87 ± 4.77 16.21 ± 5.01 
Rank: 6-30 (mean± SD)       
Total score 42.12 ± 11.67 44.35 ± 14.35 39.09 ± 12.0 49.47 ± 9.5 43.17 ± 12.95 44.22 ± 13.33 
Rank: 18-90 (mean± SD)       
8.11 Summary  
It can be concluded that Saudi adolescents suffer from social anxiety (social 
phobia) at a mild to moderate level, and about one third of the adolescents showed 
positive symptoms of social phobia (score > 34). On the other hand, fear in social 
situations found to be the high concern and reported among adolescents compared to 
avoidance and Authority Problems subscales. In the study comparing the community 
sample with the clinical one, the results indicated that significant difference on SIAS 
scores between community and clinical samples was found to be high in the clinical one. 
Concerning anxiety, the results also showed that the clinical sample scored more than 
the community one. In a cross-cultural study, the results found out that no significant 
difference was found on SIAS scores for Saudi adolescents and British adolescents. 
Whereas, a marginally significant differences was found on BAI scores which Saudi 
adolescents reported a higher level of anxiety than British adolescents. Whereas the 
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British sample reported a higher level than the Saudi one on fear of negative evaluation. 
The next chapter presents and adopts the confirmatory factor analysis to validate the 
measurement model.  
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CHAPTER NINE 
9 STRUCTURAL EQUATION MODELLING RESULTS 
9.1 Introduction to Structural Equation Modelling 
Structural Equation Modelling (SEM) was considered appropriate for this study 
as it serves purposes similar to multiple regressions, but in a more powerful way which 
takes into account the modelling of interactions, multicollinearity, measurement error, 
correlated error terms, and multiple latent independent and dependent factors (Fornell & 
Larcker, 1981; Anderson & Gerbing, 1988; Hoyle, 1995; Hair et al., 1995; Arbuckle, 
2006). According to Anderson and Gerbing (1988), the SEM process centres around 
two steps: validating the measurement model and fitting the structural model. The 
former is accomplished primarily through confirmatory factor analysis (CFA), while the 
latter is accomplished primarily through path analysis with latent variables. Arbuckle 
(2006) contends that CFA is used to confirm that the indicators sort themselves into 
factors corresponding to how the researcher has linked the indicators to the latent 
variables. CFA models in SEM are used to assess the role of measurement error in the 
model. Kline (1998) recommends that researchers always test the pure measurement 
model underlying a full structural equation model first, and if the fit of the measurement 
model is found acceptable, then to proceed to the second step of testing the structural 
model by comparing its fit with that of different structural models. According to 
Arbuckle (2006), goodness-of-fit tests determine if the model being tested should be 
accepted or rejected. Jaccard and Wan (1996) and Kline (1998) agree that one should 
report not only goodness-of-fit measures but also should report the structural 
coefficients so that the strength of paths in the model can be assessed. A sample size of 
734 respondents was used for this analysis. After reviewing the relevant literature, the 
researcher deemed it important to report the following measure-of-fit indices: Chi-
square (CMIN), Relative Chi-square (CMIN/DF), Tucker-Lewis Index (TLI), Root 
Mean Square Error of Approximation (RMSEA), Comparative Fit Index (CFI) and 
Normed Fit Index (NFI).  
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9.2 Confirmatory Factor Analysis 
According to Brown (2006), the researcher must specify in advance several key 
aspects of the factor model such as the number of factors and patterns of indicator-factor 
loadings. The proposed model was built based on prior research and theoretical findings, 
thus this researcher had a reasonably good idea about the observed variables that are 
likely to be the reliable indicators of a particular factor. The present study adopted 
confirmatory factor analysis to validate the measurement model. The factor loadings are 
the correlation coefficients between the variables and factors. The squared factor 
loading is the percentage variance in that indicator variable explained by the factor. Hair 
et al. (2010) and Arbuckle (2011) recommend that the loadings should be 0.4 or higher. 
The indicator variables were selected on the basis of prior theory and common factor 
analysis was used to determine if the number of factors and the loadings of measured 
(indicator) variables on them conform to pre-established theory (see figure 9.1).  
This provided a more detailed insight into the measurement model than the 
single-coefficient goodness-of-fit measures used in the SEM approach. Some of the 
indicators had factor loadings and communality below 0.40 thus were removed from the 
analysis. The initial exploratory factor analysis (EFA) using Varimax rotation revealed 
that the indicators sorted themselves into several factors. SIAS sorted itself into 4 
factors; BNFE SAS-ASADN and QOLPH sorted themselves into 2 factors each; 
SRAQPI sorted itself into 6 factors; and SRAQPR sorted itself into 5 factors. Based on 
Garson’s (2009) recommendations using scree plot and Kaiser Criterion, some factors 
were dropped as they did not contribute much to explained variance. After common 
factor analysis, a model with fewer variables explaining most variance in the six factors 
was specified.  
The initial Confirmatory Factor Analysis (CFA) was conducted empirically to 
investigate the suitability of extracted factors for unidimensionality, convergent validity 
and discriminant validity (see Appendix 5).After running the CFA for individual items, 
all the items were run as a single model. The overall fit of the model was not acceptable 
(χ2 = 6410.89, df = 2417, p <0.01) with relative chi square (χ2/df ratio) of 2.65, CFI 
of .803, NFI of .72, TLI of .77 and RMSEA of 15. All the above measures of model fit 
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indicated that the measurement model was not a good fit for the data, hence it needed to 
be trimmed further by dropping weak indicators, as suggested by Garson (2009). After 
trimming the model (see figure 9.1), the overall fit indices were acceptable, with χ2 of 
753 (df = 356, p =0.00), relative chi square (χ2/df ratio) of 2.1, CFI of .94 NFI of .90, 
TLI of .93 and RMSEA of .041. The overall model fit appears quite good. The 
Standardized Regression Weights were significant which can be interpreted as the 
correlation between the observed variable and the corresponding common factor.  
9.2.1 Unidimensionality Analysis 
Individual items in the model were examined to see how closely they represent 
the same construct (Ahire et al., 1996). A comparative fit index (CFI) of 0.90 or above 
for the model implies that there is a strong evidence of unidimensionality, as 
recommended by Hair et al. (1995). In relation to this study, the CFI indices for all the 
latent variables (after dropping some items) were above the 0.90 level, which indicated 
evidence of unidimensionality.  
9.2.2 Reliability Analysis  
Reliability of a measure is the ability to yield consistent results (Nunnally, 1994). 
Internal consistency was estimated using a composite reliability coefficient. An alpha 
value of 0.60 to 0.70 or above was considered to be the criterion for demonstrating 
internal consistency of new scales and established scales respectively. Squared multiple 
correlations (R2) for each measurement item, composite reliability (communality), 
above 0.60 indicating good construct reliability. This implies that the observed 
indicators were reliable and consistent measures of latent dimensions.  
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Figure 9.1: Confirmatory Factor Analysis 
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9.2.3 Validity Analysis  
Construct validity was established using two objective forms of validity namely 
convergent and discriminant, readily available in AMOS 20 output. The convergent 
validity was established using Normed Fit Index (NFI). Each item in the scale was 
treated as a different approach to measure the respective construct as suggested by 
Ahire et al. (1996). A scale with values of 0.90 or above indicated evidence of strong 
convergent validity (Bentler & Bonett, 1980). Discriminant validity was ensured by 
demonstrating that a measure does not correlate very highly with other measures from 
which it was supposed to differ. The analysis should show that the average variance 
extracted for each pair of variables is greater than the squared correlation for the same 
pair, indicating that each construct is a distinct construct (Fornell and Larker, 1981). In 
the current study, CFA using common factor analysis was used to confirm that the 
indicators sorted themselves into SAS-A, SPIN, QoL, SIAS, BFNE, SRAQ, and BAI. 
Evidence of convergent validity was obtained as the measurement items represented 
their factors significantly; the critical ratio of every item exceeded the 1.96 value, as 
indicated in table 9.1. To test for discriminant validity, the average variance extracted 
and squared correlations were used in table 9.1. The analysis showed that the average 
variance extracted for some pairs of variables were lower than the squared correlation 
for the same pair, hence discriminant validity issues.  
9.3 Outliers and Multivariate Normality  
Assessment for normality and outliers for the three models was carried out in 
AMOS. Outliers are extreme values in the data that may lead to non-normal distribution 
of the data, thus contravening of the key assumptions of SEM. Multivariate outliers are 
extreme combinations of scores on two or more variables which are more of a concern 
in SEM. In general, non-normality leads to an overestimation of the chi-squared statistic 
thus leading to false rejection of the model, and underestimation or overestimation of 
the standard errors and critical ratios leading to either Type I or Type II errors. 
Multivariate normality and outliers was assessed using Mardia’s multivariate kurtosis (p 
<0.5) and Mahalanobis distances respectively (Arbuckle, 2011; Gao et al., 2008). The 
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assessment of the skewness, kurtosis, and Mardia multivariate normality (MMN) scores 
(see table 9.2) for three models revealed univariate normality was achieved but with 
substantial departures from multivariate normality was MMN = 119 C.R. = 33).  
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Table 9.1: Construct validity and reliability results 
 
CR AVE MSV ASV SRAQPIb BAIS BFNE QOLPH QOLEH SAS-AFNE SAS-ASADG SAS-ASADN SIAS SPINAP SRAQPIc SRAQPRa SRAQPRb 
SRAQPIb 0.76 0.61 0.23 0.06 0.78 
            BAIS 0.73 0.35 0.16 0.09 -0.11 0.60 
           BFNE 0.70 0.54 0.70 0.19 -0.07 0.39 0.73 
          QOLPH 0.73 0.57 0.52 0.08 0.18 -0.33 -0.14 0.75 
         QOLEH 0.67 0.51 0.52 0.09 0.24 -0.32 -0.24 0.72 0.71 
        SAS-AFNE 0.85 0.58 0.70 0.20 -0.03 0.35 0.84 -0.14 -0.12 0.76 
       SAS-ASADG 0.64 0.47 0.43 0.18 -0.19 0.41 0.56 -0.18 -0.31 0.66 0.68 
      SAS-ASADN 0.71 0.55 0.41 0.16 -0.09 0.36 0.56 -0.19 -0.21 0.64 0.59 0.74 
     SIAS 0.67 0.50 0.39 0.16 -0.23 0.37 0.63 -0.29 -0.21 0.61 0.56 0.59 0.71 
    SPINAP 0.71 0.55 0.38 0.12 -0.22 0.32 0.51 -0.11 -0.18 0.53 0.62 0.47 0.35 0.74 
   SRAQPIc 0.73 0.58 0.20 0.04 0.45 0.09 0.06 0.19 0.14 0.01 -0.08 0.05 -0.07 -0.14 0.76 
  SRAQPRa 0.82 0.69 0.27 0.06 0.48 0.06 0.09 0.16 0.19 0.09 -0.02 -0.02 -0.14 -0.01 0.40 0.83 
 SRAQPRb 0.85 0.73 0.27 0.04 0.27 0.11 0.10 0.12 0.07 0.13 0.00 0.06 -0.07 0.01 0.21 0.52 0.86 
 
SRAQPI:  Self-Referent Adjective Questionnaire (Positive Individualism) 
BAIS:  Beck Anxiety Inventory (Subjective) 
QOLPH:  World Health Organization’s Quality of Life Questionnaire (Physical health) 
QOLEH:  World Health Organization’s Quality of Life Questionnaire (Environmental health) 
SAS-AFNE:  Social Anxiety Scale for Adolescents (Fears of Negative Evaluations) 
SAS-ASADN:  Social Anxiety Scale for Adolescents (generalised Social Avoidance and Distress) 
SIAS:  Social Interaction Anxiety Scale 
SPINAP:  Social Phobia Inventory (Authority Problems) 
SRAQPR:  Self-Referent Adjective Questionnaire (Positive Relatedness) 
 
 
VALIDITY CONCERNS 
Discriminant Validity: The square root of the AVE for BFNE is less than one the absolute value of the 
correlations with another factor. The square root of the AVE for QOLEH is less than one the absolute value 
of the correlations with another factor. The square root of the AVE for SAS-AFNE is less than one the 
absolute value of the correlations with another factor. The AVE for BFNE is less than the MSV. The AVE 
for QOLEH is less than the MSV. The AVE for SAS-AFNE is less than the MSV. 
Convergent Validity: The AVE for BAIS is less than 0.50. The AVE for SAS-ASADG is less than 0.50. 
The AVE for SIAS is less than 0.50. Reliability: The CR for QOLEH is less than 0.50. The CR for SIAS is 
less than 0.70. 
Composite Reliability (CR) > Average Variance Extracted (AVE) >Maximum Shared Squared Variance (MSV), Average Shared Squared Variance (ASV). 
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Table 9.2: Univariate and multivariate normality 
Variable min max skew c.r. kurtosis c.r. 
BAI12N 1 4 1.16 12.12 0.22 1.17 
SAS-A12FNE 0 5 0.22 2.25 -0.77 -4.01 
BFNE11 0 5 0.62 6.53 -0.46 -2.42 
BAI3N 1 4 1.10 11.56 0.11 0.58 
BAI6N 1 4 0.76 7.90 -0.55 -2.86 
SRAQ44PR 1 5 -0.71 -7.44 -0.68 -3.54 
SRAQ25PR 1 5 -0.63 -6.64 -0.60 -3.12 
SRAQ36PR 1 5 -0.60 -6.30 -0.63 -3.29 
SRAQ34PR 1 5 -0.69 -7.18 -0.44 -2.33 
SRAQ40PI 1 5 -0.25 -2.57 -0.95 -4.95 
SRAQ16PI 1 5 -0.22 -2.30 -1.00 -5.24 
SRAQ20PI 1 5 -0.32 -3.30 -0.59 -3.09 
SRAQ32PI 1 5 -0.35 -3.68 -0.69 -3.61 
SPIN1AP 1 5 0.64 6.67 -0.29 -1.49 
SPIN16AP 1 5 0.66 6.91 -0.56 -2.95 
SIAS19 1 5 0.74 7.76 -0.18 -0.95 
SIAS18 1 5 0.41 4.28 -1.04 -5.46 
SAS-A20SADN 0 5 0.20 2.07 -0.62 -3.26 
SAS-A13SADN 0 5 0.23 2.37 -0.71 -3.74 
SAS-A22SADG 0 5 0.34 3.50 -0.69 -3.64 
SAS-A19SADG 0 5 0.47 4.94 -0.64 -3.37 
SAS-A14FNE 0 5 0.59 6.22 -0.45 -2.36 
SAS-A9FNE 0 5 0.47 4.94 -0.75 -3.90 
SAS-A8FNE 1 5 0.25 2.59 -0.75 -3.95 
QOL24EH 1 5 -0.61 -6.40 -0.18 -0.92 
QOL23EH 1 5 -0.59 -6.17 -0.12 -0.61 
QOL18PH 1 5 -0.54 -5.68 0.36 1.90 
QOL17PH 1 5 -0.31 -3.24 0.02 0.09 
BFNE5 0 5 0.86 9.04 -0.15 -0.77 
BAI4S 1 4 0.61 6.37 -0.75 -3.93 
BAI5S 1 4 -0.28 -2.90 -1.28 -6.72 
Multivariate         118.996 33.741 
 
 185 
 
Table 9.3: Multivariate outliers 
Case 
number 
Mahalanobis 
d-squared p 
Case 
number 
Mahalanobis 
d-squared p 
Case 
number 
Mahalanobis 
d-squared p 
417 86.75 0.00 461 60.30 0.00 556 50.16 0.02 
59 82.68 0.00 462 60.30 0.00 11 49.59 0.02 
509 80.23 0.00 552 60.30 0.00 334 49.30 0.02 
593 73.77 0.00 386 59.91 0.00 199 49.18 0.02 
649 72.48 0.00 387 59.91 0.00 3 48.73 0.02 
443 72.47 0.00 245 59.80 0.00 4 48.73 0.02 
179 69.14 0.00 216 59.36 0.00 631 48.42 0.02 
347 69.11 0.00 2 59.07 0.00 585 48.40 0.02 
418 69.11 0.00 210 58.86 0.00 367 48.36 0.02 
215 68.36 0.00 240 57.77 0.00 249 48.34 0.02 
650 66.84 0.00 241 57.77 0.00 361 47.72 0.03 
457 65.34 0.00 196 57.58 0.00 158 47.67 0.03 
180 65.15 0.00 429 57.21 0.00 471 47.37 0.03 
37 64.94 0.00 283 56.41 0.00 629 47.07 0.03 
549 64.52 0.00 490 56.35 0.00 519 46.63 0.04 
569 63.25 0.00 280 54.37 0.01 327 46.56 0.04 
512 63.21 0.00 636 53.94 0.01 202 46.51 0.04 
513 63.21 0.00 207 53.84 0.01 657 46.48 0.04 
562 62.98 0.00 112 53.23 0.01 586 46.33 0.04 
576 61.94 0.00 637 52.65 0.01 643 46.33 0.04 
75 61.86 0.00 654 52.38 0.01 143 46.26 0.04 
507 61.76 0.00 337 51.95 0.01 459 45.91 0.04 
508 61.76 0.00 510 51.86 0.01 332 45.73 0.04 
550 61.48 0.00 144 51.21 0.01 20 45.55 0.05 
530 61.33 0.00 145 51.21 0.01 21 45.55 0.05 
181 60.98 0.00 257 51.14 0.01 354 45.48 0.05 
237 60.96 0.00 372 50.93 0.01 421 45.46 0.05 
194 60.72 0.00 536 50.80 0.01 502 45.37 0.05 
 
Mahalanobis d-squared distances were examined, which showed 87 potential 
univariate outlying cases at p = 0.05 representing 13% of total cases (see table 9.3). 
There is no agreement in the literature on how to handle the outliers. Some researchers 
have suggested deletion of outliers, or transformation of the raw data (Bollen, 1989; 
Yuan et al., 2000). However, these procedures compromise the validity of the findings 
(loss of observations and, hence, information and model power) as new outliers emerge, 
leads to nonlinearity and does not improve overall model fit (Gao et al., 2008). 
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Therefore, in the current study the outliers were not removed from the final analysis so 
that the findings of this study could be fully representative of the desired population. 
However, the researcher reported bootstrapped unbiased parameter estimates, standard 
errors, and significance levels as recommended by Garson (2012). The bootstrapping 
function in AMOS can be used to assess the stability of parameter estimates when the 
multivariate normality assumptions do not hold (Garson, 2012; Arbuckle, 2011; Cheung 
and Lau, 2008). As the data was not normally distributed, the bootstrapping method 
(with a sample of 2,000) was applied in order to correct for the non-normal data 
(Garson, 2012). In this thesis, bootstrapped parameter estimates and two-tailed unbiased 
significance levels for direct, indirect, and total effects are reported.  
9.4 Structural Modelling 
The structural model tested (i) a set of regressions between BFNE, SIAS, SRAQ, 
BAI and QoL all at once through direct effects (H1 to H9), (ii) the moderation effects of 
sex and normal and clinical samples through critical ratios of parameter difference tests, 
and (iii) mediation effects of SAS-A and SPIN were tested through bootstrapping of 
indirect effects. After assessment of the measurement model, outliers and normality, the 
hypothesised relationships in the theoretical model were tested with full information 
maximum likelihood structural modelling by interpreting the direct effects. The 
mediation effects of Social Anxiety Scale for Adolescents and Social Phobia Inventory 
were tested through bootstrapping. Bootstrapping was performed in order to achieve 
unbiased estimates and obtain two-tailed significance levels for the indirect effects. 
Multi-group analysis was used to test the moderating effect of demographic 
characteristics including sex and normal and clinical samples. Recent research points to 
the potential use of both SAS-A and SPIN as a mediating variable of the relationship 
between QoL and BFNE, SIAS, SRAQ, and BAI. Structural Modelling using FIML was 
used to estimate unbiased parameter estimates of the structural model in order to test 
hypotheses of this study. Two structural models were proposed to test the hypothesised 
relationships and mediation through SAS-A and SPIN. The researcher specified the 
following two models to test the hypotheses. Model 1: Mediation through SAS-A to test 
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hypotheses H1-4a and H8a and Model 2 Mediation through SPIN to test hypotheses H1-
4b and H8b. 
9.4.1 Model 1: Mediation through SAS-A 
 
Figure 9.2: Mediation through SAS-A 
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Table 9.4: Regression weights for SAS-A model 
DV 
 
IV Estimate S.E. C.R. Beta P 
SAS-ASADN <--- BFNE 0.27 0.08 3.35 0.27 *** 
SAS-ASADG <--- BFNE 0.30 0.09 3.53 0.30 *** 
SAS-AFNE <--- BFNE 0.83 0.09 9.31 0.73 *** 
SAS-ASADN <--- SIAS 0.34 0.08 4.45 0.39 *** 
SAS-ASADG <--- SIAS 0.27 0.08 3.40 0.31 *** 
SAS-AFNE <--- SIAS 0.17 0.07 2.42 0.17 0.02 
SAS-AFNE <--- BAISN 0.02 0.07 0.24 0.01 0.81 
SAS-ASADG <--- BAISN 0.23 0.08 2.83 0.17 0.01 
SAS-ASADN <--- BAISN 0.14 0.08 1.80 0.10 0.07 
SAS-AFNE <--- SRAQPRb 0.05 0.04 1.23 0.05 0.22 
SAS-AFNE <--- SRAQPRa 0.01 0.06 0.25 0.01 0.81 
SAS-AFNE <--- SRAQPIc -0.08 0.05 -1.55 -0.07 0.12 
SAS-ASADG <--- SRAQPRb -0.03 0.05 -0.59 -0.03 0.56 
SAS-ASADN <--- SRAQPRb 0.05 0.05 1.11 0.06 0.27 
SAS-ASADG <--- SRAQPRa 0.07 0.07 1.07 0.08 0.28 
SAS-ASADN <--- SRAQPRa -0.06 0.06 -0.91 -0.06 0.37 
SAS-ASADG <--- SRAQPIc -0.07 0.06 -1.23 -0.08 0.22 
SAS-ASADN <--- SRAQPIc 0.05 0.05 0.96 0.06 0.34 
SAS-ASADN <--- SRAQPIb 0.02 0.05 0.31 0.02 0.76 
SAS-ASADG <--- SRAQPIb -0.06 0.06 -1.02 -0.07 0.31 
SAS-AFNE <--- SRAQPIb 0.08 0.05 1.50 0.08 0.13 
QOLPH <--- BFNE 0.09 0.12 0.71 0.11 0.48 
QOLEH <--- BFNE -0.34 0.14 -2.46 -0.38 0.01 
QOLPH <--- SAS-AFNE 0.00 0.11 -0.04 -0.01 0.97 
QOLPH <--- SAS-ASADG 0.06 0.08 0.65 0.07 0.52 
QOLPH <--- SAS-ASADN -0.03 0.08 -0.37 -0.03 0.71 
QOLEH <--- SAS-ASADN -0.04 0.08 -0.48 -0.04 0.63 
QOLEH <--- BAISN -0.25 0.08 -3.11 -0.21 0.00 
QOLPH <--- BAISN -0.35 0.08 -4.71 -0.32 *** 
QOLEH <--- SRAQPRb -0.04 0.05 -0.73 -0.05 0.47 
QOLEH <--- SRAQPRa 0.13 0.06 2.08 0.16 0.04 
QOLEH <--- SRAQPIc 0.08 0.06 1.32 0.09 0.19 
QOLEH <--- SRAQPIb 0.03 0.06 0.49 0.04 0.62 
QOLPH <--- SRAQPRb 0.06 0.04 1.35 0.08 0.18 
QOLPH <--- SRAQPRa 0.02 0.06 0.37 0.03 0.72 
QOLPH <--- SRAQPIc 0.14 0.05 2.65 0.18 0.01 
QOLPH <--- SRAQPIb -0.01 0.05 -0.15 -0.01 0.88 
QOLPH <--- SIAS -0.19 0.07 -2.77 -0.25 0.01 
QOLEH <--- SAS-AFNE 0.37 0.13 2.80 0.48 0.01 
QOLEH <--- SAS-ASADG -0.25 0.10 -2.60 -0.29 0.01 
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9.4.2 Model 2: Mediation through SPIN 
 
Figure 9.3: Mediation through SPIN 
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Table 9.5: Regression weights for SPIN model 
DV 
 
IV Estimate S.E. C.R. Beta P 
SPIN <--- BFNE 0.54 0.10 5.38 0.47 *** 
SPIN <--- SIAS -0.03 0.08 -0.37 -0.03 0.71 
SPIN <--- BAISN 0.22 0.09 2.42 0.14 0.02 
SPIN <--- SRAQPRb -0.03 0.05 -0.52 -0.03 0.60 
SPIN <--- SRAQPRa 0.08 0.07 1.13 0.08 0.26 
SPIN <--- SRAQPIc -0.16 0.06 -2.52 -0.15 0.01 
SPIN <--- SRAQPIb -0.13 0.07 -2.05 -0.14 0.04 
QOLPH <--- BFNE 0.06 0.08 0.79 0.07 0.43 
QOLEH <--- BFNE -0.13 0.07 -2.03 -0.15 0.04 
QOLPH <--- SPIN 0.04 0.05 0.78 0.06 0.44 
QOLEH <--- BAISN -0.32 0.08 -4.12 -0.27 *** 
QOLPH <--- BAISN -0.35 0.07 -4.89 -0.32 *** 
QOLEH <--- SRAQPRb -0.01 0.05 -0.19 -0.01 0.85 
QOLEH <--- SRAQPRa 0.12 0.06 2.03 0.15 0.04 
QOLEH <--- SRAQPIc 0.06 0.06 1.13 0.07 0.26 
QOLEH <--- SRAQPIb 0.08 0.06 1.43 0.10 0.15 
QOLPH <--- SRAQPRb 0.05 0.04 1.30 0.08 0.19 
QOLPH <--- SRAQPRa 0.03 0.06 0.54 0.04 0.59 
QOLPH <--- SRAQPIc 0.13 0.05 2.64 0.17 0.01 
QOLPH <--- SRAQPIb 0.00 0.05 -0.03 0.00 0.98 
QOLPH <--- SIAS -0.16 0.06 -2.82 -0.23 0.01 
QOLEH <--- SPIN 0.01 0.06 0.18 0.01 0.86 
 
9.4.3 Goodness-of-Fit Tests 
The researcher compared the fit indexes of various models to test hypotheses 
and evaluate the two models. The chi-square (CMIN) value should not be significant if 
there is a good model fit, while a significant chi-square indicates lack of satisfactory 
model fit. If the model chi-square is less than .05, the model is rejected (Arbuckle, 
2006). The relative chi-square (CMIN/DF) should be in the 2:1 or 3:1 range for an 
acceptable model. Kline (1998) says 3 or less is acceptable. Arbuckle (2006) observes 
that Confirmatory Fit Index (CFI) compares the existing model fit with a null model, 
which assumes the latent variables in the model are uncorrelated (independent model). 
As noted earlier, CFI and RMSEA are among the measures least affected by sample size 
(Fan et al., 1999). CFI varies from 0 to 1. CFI close to 1 indicates a very good fit. By 
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convention, CFI should be equal to or greater than 0.90 to accept the model. Normative 
Fit Index (NFI) was developed as an alternative to CFI, but one which does require 
making chi-square assumptions. NFI reflects the proportion by which the researcher’s 
model improves fit compared to the null model. NFI values between 0.90 and 0.95 
acceptable, and below .90 indicates a need to re-specify the model (Arbuckle, 2006). 
Tucker-Lewis Index (TLI) is similar to NFI, but penalizes for model complexity 
(Arbuckle, 2006). It is one of the fit indexes less affected by sample size. TLI close to 1 
indicates a good fit. By convention, a TLI value below .90 indicates a need to re-specify 
the model. Root Mean Square Error of Approximation (RMSEA) is discrepancy per 
degree of freedom. By convention, there is good model fit if RMSEA is less than or 
equal to 0.05. There is adequate fit if RMSEA is less than or equal to .08. More recently, 
Hu and Bentler (1999) have suggested RMSEA ≤ 0.09 as the cut-off for a good model 
fit. Arbuckle (2006) holds the opinion that a value of about 0.08 or less for the RMSEA 
would indicate a reasonable error of approximation. The goodness-of-fit indices are 
summarised below.  
The overall fit of the SAS-A model was acceptable, with χ2 of 681.2 (df = 312, p 
= 0), Relative Chi square (χ2/df ratio) of 2.1, CFI of 0.94, NFI of 0.90, TLI of 0.93 and 
RMSEA of 0.04 (figure 9.2). The independent variables explained 43% of variance in 
SAS-ADN, SAS-ASADG (43%), SAS-AFNE (72%), QOLEH (25%) and QOLPH 
(21%). The overall fit of the SAS-A model was acceptable, with χ2 of 395.2 (df = 186, p 
= 0), Relative Chi square (χ2/df ratio) of 2.1, CFI of 0.95, NFI of 0.91, TLI of 0.93, and 
RMSEA of 0.04. The independent variables explained 33% of variance in SPIN, 
QOLEH (18%) and QOLPH (20%). 
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Table 9.6: Model fit indices and variance explained for model 1and 2 
Mode
l NPAR CMIN DF P 
CMIN/D
F NFI TLI CFI 
RMSE
A 
SAS-
A 152 681.2 312 0 2.183 0.901 0.926 0.943 0.04 
SPIN 113 395.6 186 0 2.127 0.914 0.934 0.952 0.04 
 
 
Squared multiple correlations: Variance explained 
SAS-A Model SPIN Model 
Dependent variable Adjusted (R2) Dependent variable Adjusted (R2) 
SAS-ASADN 0.43 SPIN 0.33 
SAS-ASADG 0.43 QOLEH 0.18 
SAS-AFNE 0.72 QOLPH 0.20 
QOLEH 0.25 
  QOLPH 0.21 
  
 
9.5 Hypothesis Testing 
To achieve the objectives of the study, a number of hypotheses were put forward 
to explain the relationships between Social interaction (SIAS), Cognitive features 
(BFNE), Cultural tendency (SRAQ), Anxiety (BAI), Social anxiety (SA), and Quality 
of life (QoL). As the data was not normally distributed, ML bootstrapping method (with 
a sample of 2,000) was applied in order to correct for the non-normal data (Garson, 
2012). The researcher reported bootstrapped parameter estimates and two tailed 
unbiased significance levels for direct, indirect, and total effects as reported in AMOS.  
9.5.1 Direct effects between independent variables and dependent variables 
(H1 –H9) 
The first objective of this study was to examine the linkages between SAS-A, 
SPIN, BFNE, SIAS, SRAQ, BAI and QoL. Regression coefficient was used to estimate 
the strengths of associations between latent variables in the structural models. The 
bootstrapped parameter estimates between SAS-A, SPIN, BFNE, SIAS, SRAQ, BAI 
and QoL are listed in table 9.7. The following hypotheses were tested: 
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9.5.1.1 H1) There is a relationship between Cognitive aspect (BFNE) and Social 
anxiety (SA) (ACCEPTED) 
a) There is a relationship between Cognitive aspect (BFNE) and Social anxiety 
(SA) Social Anxiety Scale for Adolescents (SAS-A) (A) 
b) There is a relationship between Cognitive aspect (BFNE) and Social Phobia 
Inventory (SPIN) (R) 
The data in table 9.7 show that there is a significant positive correlation between 
Cognitive aspect and social anxiety measured by Social Anxiety Scale for Adolescents 
and Social Phobia Inventory hence H1 accepted. SAS-A was measured by three factors. 
There is a positive relationship between cognitive aspect and Social Anxiety Fears of 
Negative Evaluations (SAS-AFNE), Social Anxiety generalised Social Avoidance and 
Distress (SAS-ASADG) and Social Anxiety Social Avoidance and Distress specific to 
new situations or unfamiliar peers (SAS-ASADN).  
9.5.1.2 H2) There is a relationship between Social interaction (SIAS) and Social 
anxiety (SA) 
c) There is a relationship between Social interaction (SIAS)and Social anxiety 
(SA) Social Anxiety Scale for Adolescents (SAS-A) (A) 
d) There is a relationship between Social interaction (SIAS) and Social Phobia 
Inventory (SPIN) (R) 
The results in table 9.7 indicate that Social interaction is positively associated 
with Social Anxiety measured by Fears of Negative Evaluations (SAS-AFNE), 
generalised Social Avoidance and Distress (SAS-ASADG) and Social Avoidance and 
Distress specific to new situations or unfamiliar peers (SAS-ASADN). However there 
was no relationship with social anxiety measured by Social Phobia Inventory (SPIN). 
9.5.1.3 H3) There is a relationship between Cultural tendency (SRAQ) and Social 
anxiety (SA) 
e) There is a relationship between Cultural tendency (SRAQ) and Social anxiety 
(SA) Social Anxiety Scale for Adolescents (SAS-A) (A) 
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f) There is a relationship between Cultural tendency (SRAQ) and Social Phobia 
Inventory (SPIN) (A) 
The results in table 9.7 reveal that there is a relationship between cultural 
tendency and social anxiety. Cultural tendency was measured with two factors positive 
relatedness and positive individualism. There was a positive relationship between 
cultural tendency measured by Self-Referent Adjective Questionnaire for Positive 
Relatedness (SRAQPR) and Social Anxiety measured by Fears of Negative Evaluations 
(SAS-AFNE) and Social Phobia Inventory (SPIN). Cultural tendency measured by Self-
Referent Adjective Questionnaire for Positive Individualism (SRQPI) was positively 
associated with social anxiety measured by Social Avoidance and Distress specific to 
new situations or unfamiliar peers (SAS-ASADN) but negatively associated with Social 
Anxiety measured by Fears of Negative Evaluations (SAS-AFNE), social anxiety 
measured by generalised Social Avoidance and Distress (SAS-ASADG) and Social 
Phobia Inventory.  
9.5.1.4 H4) There is a relationship between Anxiety (BAI), and Social anxiety (SA) 
g) There is a relationship between Anxiety (BAI) and Social anxiety (SA) Social 
Anxiety Scale for Adolescents (SAS-A) (A) 
h) There is a relationship between Anxiety (BAI) and Social Phobia Inventory 
(SPIN) (A) 
The results in table 9.7 confirm that there is a positive relationship between 
anxiety measured by the Beck Anxiety Inventory and Social anxiety. There is a positive 
relationship between Beck Anxiety Inventory Subjective (BAIS) and, social anxiety 
measured by generalised Social Avoidance and Distress (SAS-ASADG), social anxiety 
measured by Social Avoidance and Distress specific to new situations or unfamiliar 
peers (SAS-ASADN) and Social Phobia Inventory (SPIN). There was no relationship 
with Social Anxiety measured by Fears of Negative Evaluations (SAS-AFNE).  
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Table 9.7: Bootstrapped regression weights for direct effects 
 
Dependent Variables 
 Social Anxiety Scale for Adolescents (SAS-A) 
Social 
Phobia 
Inventory 
(SPIN) 
Quality of life 
(QoL) 
Independe
nt 
Variables 
SAS-AFNE 
 
SAS-ASADG 
 
SAS-ASADN 
 
SPINAP 
QOLPH 
 
QOLEH 
 
  Beta p Beta p Beta p Beta p Beta p Beta p 
BFNE 0.72 0.01 0.31 0.00 0.26 0.03 0.47 0.00 0.08 0.24 -0.22 0.01 
SIAS 0.16 0.00 0.30 0.01 0.41 0.01 0.01 0.78 -0.19 0.01 0.07 0.12 
SRAQPRb 0.01 1.00 -0.08 0.07 0.04 0.23 -0.04 0.25 0.07 0.13 0.00 0.98 
SRAQPRa 0.05 0.04 0.06 0.11 -0.06 0.23 0.12 0.02 0.07 0.14 0.20 0.01 
SRAQPIc -0.06 0.01 -0.03 0.45 0.09 0.02 -0.07 0.05 0.20 0.01 0.11 0.03 
SRAQPIb 0.04 0.11 -0.09 0.01 0.01 0.74 -0.20 0.02 0.00 0.89 0.06 0.17 
BAIS 0.04 0.14 0.19 0.01 0.11 0.01 0.13 0.02 -0.34 0.00 -0.28 0.01 
SAS-AFNE 
        
0.04 0.65 0.54 0.01 
SAS-
ASADG 
        
0.07 0.15 -0.33 0.02 
SAS-
ASADN 
        
-0.10 0.05 -0.08 0.05 
SPIN 0.03 0.53 0.03 0.58 
Note: The red parameters in the table indicate mediated effects (indirect effects) and significance levels 
and significant relationships which are in bold. 
9.5.1.5 H5) There is a relationship between Cognitive factors (BFNE) and Quality of 
life (QoL) 
The results in table 9.7 indicate that cognitive factors are negatively related to 
quality of life measured by environmental health (QOLEH) but are not related to 
Quality of life measured by physical health (QOLPH).  
9.5.1.6 H6) There is a relationship between Culture tendency (SRAQ) and Quality of 
life (QoL) 
The results in table 9.7 indicate that culture tendency measured by the Self-
Referent Adjective Questionnaire for Positive Relatedness (SRAQPR) positively 
predicts Quality of life measured by physical health (QOLPH) but it is not correlated to 
quality of life measured by environmental health (QOLEH). Culture tendency measured 
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by the Self-Referent Adjective Questionnaire for Positive Individualism (SRQPI) 
positively predicts quality of life Physical health and Environmental health.  
9.5.1.7 H7) There is a relationship between Anxiety (BAI) and Quality of life (QoL) 
The results in table 9.7 indicate that anxiety (BAIS) is negatively related to both 
quality of life measured by environmental health (QOLEH) and physical health 
(QOLPH).  
9.5.1.8 H8) There is a relationship between Social interaction (SIAS) and Quality of 
life (QoL) 
The results in table 9.7 indicate that Social interaction is negatively related to 
quality of life measured by physical health (QOLPH) but are not related to Quality of 
life measured by environmental health (QOLEH).  
9.5.1.9 H9) There is a relationship between Social anxiety (SA) and Quality of life 
(QoL) 
c) There is a relationship between Social Anxiety Scale for Adolescents (SAS-A) 
and Quality of life (QoL) (A) 
d) There is a relationship between Social Phobia Inventory (SPIN) and Quality of 
life (QoL) (A) 
The results in table 9.7 reveal associated with Social Anxiety measured by Fears 
of Negative Evaluations (SAS-AFNE) were positively associated with Quality of life 
measured by environmental health (QOLEH). Social anxiety measured by Generalised 
Social Avoidance and Distress (SAS-ASADG) was negatively related to Quality of life 
measured by environmental health (QOLEH). Social anxiety measured by Social 
Avoidance and Distress specific to new situations or unfamiliar peers (SAS-ASADN) 
was negatively associated with both Quality of life measured by environmental health 
(QOLEH) and physical health (QOLPH). There is no relationship between social 
anxiety measured by the Social Phobia Inventory and Quality of life.  
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9.5.2 Mediation effects of social anxiety (Social Anxiety Scale for 
Adolescents, SAS-A) and Social Phobia Inventory (SPIN)) 
The researcher tested the mediation effects of Social anxiety (SA) on 
relationships between culture tendency, social interaction, cognitive aspect and quality 
of life. The mediation effects of SAS-A and SPIN were investigated by reporting direct 
effects, indirect effects (mediated) and total effects and associated two-tailed 
significance levels at 0.05. The standardised significance levels were obtained from the 
bootstrapping function of AMOS 20 (Arbuckle, 2006) and correcting for sampling bias.  
9.5.2.1 H10) Social Anxiety mediates the effect of Social interaction (SIAS), Cognitive 
aspect (BFNE), Culture tendency (SRAQ), and Anxiety (BAI) on Quality of 
life (QoL) 
e) Social Anxiety Scale for Adolescents (SAS-A) mediates the relationships 
between Quality of life (QoL) and Social interaction (SIAS), Cognitive aspect 
(BFNE), Culture tendency (SRAQ), and Anxiety (BAI) (A) 
f) Social Phobia Inventory (SPIN) mediates the relationships between Quality of 
life (QoL) and Social interaction (SIAS), Cognitive aspect (BFNE), Culture 
tendency (SRAQ), and Anxiety (BAI) (R)  
Table 9.8 reports the mediation effects of SAS-A. The red parameters in the 
table indicate mediated effects (indirect effects) and significance levels and significant 
relationships which are in bold. The results revealed that Social Anxiety Scale for 
Adolescents (SAS-A) significantly mediated relationships between subjective anxiety 
(BAIS), Culture measured by positive individualism (SRAQPI) and Cognitive aspect 
(BFNE) and quality of life environmental health (QOLEH). However there was no 
mediation effect through Social Phobia Inventory (SPIN).  
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Table 9.8: Mediation effect results 
 
QOLPH           
QOLE
H     
 
    
 
direct 
 
Indirect 
 
Total 
 
direct 
 
Indirect 
 
Total   
 
Beta p Beta p Beta p Beta p Beta p Beta p 
MEDIATION Through Social Anxiety Scale for Adolescents (SAS-A) 
BAIS -0.34 0.00 0.00 0.60 -0.34 0.00 -0.23 0.00 -0.05 0.01 -0.28 0.01 
SRAQPRb 0.07 0.13 -0.01 0.06 0.06 0.19 -0.03 0.47 0.03 0.17 0.00 0.98 
SRAQPRa 0.07 0.14 0.01 0.06 0.08 0.08 0.19 0.01 0.01 0.44 0.20 0.01 
SRAQPIc 0.20 0.01 -0.01 0.08 0.19 0.01 0.13 0.02 -0.03 0.07 0.11 0.03 
SRAQPIb 0.00 0.89 -0.01 0.37 -0.01 0.80 0.01 0.85 0.05 0.01 0.06 0.17 
SIAS -0.19 0.01 -0.01 0.59 -0.20 0.01 0.12 0.04 -0.04 0.07 0.07 0.12 
BFNE 0.08 0.24 0.02 0.77 0.10 0.06 -0.49 0.02 0.27 0.01 -0.22 0.01 
MEDIATION Through Social Phobia Inventory (SPIN) 
BAIS -0.34 0.01 0.00 0.48 -0.34 0.00 -0.28 0.01 0.00 0.53 -0.28 0.01 
SRAQPRb 0.06 0.21 0.00 0.30 0.06 0.19 0.00 0.94 0.00 0.43 0.00 0.98 
SRAQPRa 0.07 0.11 0.00 0.38 0.08 0.08 0.20 0.01 0.00 0.48 0.20 0.01 
SRAQPIc 0.19 0.01 0.00 0.27 0.19 0.01 0.11 0.03 0.00 0.28 0.11 0.03 
SRAQPIb 0.00 0.89 -0.01 0.49 -0.01 0.80 0.06 0.16 -0.01 0.58 0.06 0.17 
SIAS -0.20 0.01 0.00 0.53 -0.20 0.01 0.07 0.12 0.00 0.60 0.07 0.12 
BFNE 0.09 0.13 0.02 0.50 0.10 0.06 -0.23 0.02 0.01 0.58 -0.22 0.01 
 
9.5.3 Moderation effects of demographic characteristics (sex and normal / 
clinical samples) 
The researcher tested the moderation effects of sex and group (normal and 
clinical samples) on the direct relationships. SEM Multiple Group Analysis was used to 
compare the model across the demographic characteristics testing for parameter 
invariance across the groups (Garson, 2009). The parameter differences among the 
groups were examined using critical ratios for differences between parameters tool 
(Garson, 2012). The results on significant differences on some parameters are 
summarised. 
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9.5.3.1 H11) Group (normal and clinical samples) moderates the relationships 
between Quality of life (QoL) and Social interaction (SIAS), Cognitive aspect 
(BFNE), Culture tendency (SRAQ), Anxiety (BAI), Social anxiety (SA) 
The sample was divided into normal and clinical groups. For the Social Anxiety 
Scale for Adolescents (SAS-A) model, the results in table 9.9 indicate that there were 
significant differences between normal and clinical samples on correlations between 
social anxiety measured by Generalised Social Avoidance and Distress (SAS-ASADG) 
and social interaction (-2.195**); correlations between Social Anxiety measured by 
Fears of Negative Evaluations (SAS-AFNE) and culturetendency (Positive 
Individualism) (C.R. = 2.027**). For the Social Phobia Inventory (SPIN) model, there 
was a significant difference on correlation between social anxiety measured by 
Generalised Social Avoidance and Distress (SAS-ASADG) and social interaction (-
2.195**).  
9.5.3.2 H12) Gender moderates the relationships between Quality of life (QoL) and 
Social interaction (SIAS), Cognitive aspect (BFNE), Culture tendency 
(SRAQ), Anxiety (BAI), Social anxiety (SA). 
Sex was divided into two groups (male and female).  
The results in table 9.10 (in Appendices 6) indicate that sex significantly 
moderates relationships between Social interaction (SIAS), Cognitive aspect (BFNE), 
Culture tendency  (SRAQ), Anxiety (BAI), Social anxiety (SA) and quality of life. For 
the Social Anxiety Scale for Adolescents (SAS-A) model there were significant critical 
ratios for differences between parameters for male and female on the following 
correlations: Quality of life and anxiety (C.R. = 3.251***), Social interaction (C.R. = 
2.63***), Culture tendency (Positive Individualism) (C.R. = 3.28***) and Culture 
Positive Individualism (C.R. = 3.28***) variables. For the Social Phobia Inventory 
(SPIN) model, there are significant differences between male and female on correlations 
between Social Phobia Inventory and Culture Positive Relatedness (C.R. = 2.678***) 
and Culture Positive Individualism (C.R. = 2.001**); correlation between Quality of life 
and anxiety (C.R. = 3.553***), Social interaction (C.R. = 2.392**), Culture Positive 
Individualism (C.R. = -3.149***). 
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Table 9.9: Moderation effects normal/clinical 
DV     IV Estimate P Estimate P z-score 
Normal/clinical  
   Normal Clinical  
SAS-A Model         
SAS-ASADG <--- SIAS 0.36 0.00 0.15 0.06 -2.195** 
SAS-AFNE <--- SRAQPIb 0.01 0.86 0.12 0.01 2.027** 
SPIN Model        
SAS-ASADG <--- SIAS 0.358 0.00 0.15 0.057 -2.195** 
 
Table 9.10: Moderation effects sex  
Gender 
   Male Female  
SAS-A Model        
QOLEH <--- SIAS -0.04 0.64 0.23 0.00 2.636*** 
QOLEH <--- SRAQPIb -0.08 0.26 0.10 0.04 2.122** 
QOLEH <--- SRAQPIc 0.23 0.00 0.02 0.63 -2.731*** 
QOLPH <--- BAIS -0.50 0.00 -0.23 0.00 3.251*** 
QOLPH <--- SRAQPIb -0.15 0.03 0.13 0.01 3.287*** 
QOLPH <--- SRAQPIc 0.29 0.00 0.10 0.04 -2.285** 
 SPIN Model         
QOLEH <--- SIAS -0.051 0.520 0.181 0.001 2.392** 
QOLEH <--- SRAQPIc 0.232 0.000 -0.017 0.732 -3.149*** 
QOLPH <--- SRAQPIb -0.149 0.036 0.123 0.017 3.101*** 
QOLPH <--- SRAQPIc 0.278 0.000 0.106 0.032 -2.146** 
QOLPH <--- BAIS -0.515 0.000 -0.223 0.000 3.553*** 
SPINA <--- SRAQPRb 0.072 0.247 -0.128 0.006 -2.577** 
SPINA <--- SRAQPRa -0.027 0.709 0.206 0.000 2.678*** 
SPINA <--- SRAQPIc -0.137 0.017 0.010 0.823 2.001** 
 
9.6 Summary  
The current study was partly aimed to investigate the relationships between 
social interaction, cognitive aspect, culture tendecny, anxiety, social anxiety and quality 
of life. The overall fit of the SAS-A model was acceptable. In terms of direct effects 
between study variables, significant positive correlation between cognitive aspect and 
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social anxiety was found. There was a positive relationship between culture tendecny, 
social anxiety and social phobia inventory. Positive relationship was found between 
anxiety and social anxiety. Mediation effects of SAS-A and SPIN were investigated by 
reporting direct effects, indirect effects and total effects. Results indicated that social 
anxiety significant mediated the relationships between subjective anxiety, positive 
individualism, cognitive aspect and environmental health. However, there was no 
mediation through SPIN model. In terms of moderation effects of demographic 
characteristics, it can be concluded that significant differences between normal and 
clinical samples were found on correlation between social anxiety on the SAS-A model. 
Moreover, sex significantly moderates relationships between all model variables. For 
the SPIN model, there were significant differences on correlation between social phobia 
inventory and positive relatedness. The next chapter discusses the results.  
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CHAPTER TEN 
10 DISCUSSION 
10.1 Overview  
The overall aim of this research was to evaluate social anxiety in adolescents 
with respect to determining how social anxiety affects quality of life, cognitive aspect 
and social interaction. Moreover, a cross-cultural analysis was conducted between 
adolescents in an ‘Eastern’ and a ‘Western’ society, the former assumed to hold more 
collectivist values and the latter more individualistic values. A cross-sectional study was 
conducted to test the hypothesised relationships using the structural equation modelling 
approach. The objectives of the study were: 
1. To explore the reliability and validity of new, multi-dimensional scales for 
measuring social anxiety and its correlates in Arabic cultures which might have value in 
both diagnosis and research in Arab countries, such as Saudi Arabia. At the same time, 
it will be designed to develop mechanisms for measuring the quality of life in a Saudi 
population. 
2. To analyse the cultural aspects of social anxiety by comparing adolescents 
from UK and Saudi Arabian populations, which will have potential clinical implications 
for both assessment and therapy in Saudi Arabia. 
3. To determine the prevalence of social anxiety among adolescents and its 
relation to quality of life.  
4. To propose and validate a model that explains the relationships and evaluates 
possible links (causal or correlational) between social anxiety, its cognitive and social 
correlates, quality of life, and cultural tendencies (such as individualism vs. 
collectivism). 
5. To determine sex differences in social anxiety and its cognitive and cultural 
correlates among adolescents in Saudi Arabia. 
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6. To indicate age differences in social anxiety and its cognitive and cultural 
correlates among adolescents in Saudi Arabia. 
It can be argued that if a person is not comfortable with education or in 
developing relationships with others, they can be said to have a social disorder 
(Mendlowicz & Stein, 2000; Rapaport et al., 2005; Schneier et al., 1994). This chapter 
demonstrates that the functioning of adolescents with social phobia in different social 
institutions is impaired because of their lack of interactions.  
10.2 Social Anxiety and Quality of Life 
Saudi adolescents with social anxiety scored less on the World Health 
Organization’s Quality of Life Questionnaire (WHOQOL-BREF) scale than Saudi 
adolescents without social anxiety. In line with previous studies, the findings show that 
social anxiety disorder has an adverse effect on life satisfaction (Hambrick, Turk, 
Heimberg, Schneier & Leibowitz, 2003). It severely affects the quality of life of a 
person, making him or her unstable both physically and psychologically. The results of 
the WHOQOL-BREF also show how their quality of life is adversely affected. This 
study is consistent with Wittchen’s et al. (2000) findings about quality of life, physical 
and role functioning, and above all physical pain. 
Safren et al. (1997) found that patients with social anxiety significantly reported 
their quality of life to be poor. In a study of patients with social phobia, patients were 
found to have behavioural problems such as obsessive-compulsive disorder and panic. 
Studies have suggested that the risk of other psychiatric conditions is increased in 
individuals with social anxiety. Moreover, individuals with social anxiety often have a 
history of depression (Moscovitcha et al., 2005; Chavira et al., 2004). Individuals with 
social anxiety are also likely to exhibit suicide ideation, to be financially dependent and 
to have poor education, social support and income (Schneier et al., 1992; Kessler et al., 
1994). In a non-clinical sample of individuals with social anxiety, Stein and Kean (2000) 
found that poor quality of life, as measured by the Quality of Well-Being Scale, was 
associated with social anxiety disorder. Schneier et al. (1992) report that persons who 
are suffering from social anxiety are less likely to be married, have lower levels of 
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workplace productivity and education achievement. These outcomes were also reported 
in individuals with impaired social functioning which is related to social anxiety 
disorder (Schneier et al., 1994; Wittchen, Fuetsch, Sonntag, Muller, & Liebowitz, 1999). 
Eng et al. (2005) found that individuals with anxiety disorder were significantly 
dissatisfied with the quality of their social functioning and achievement. In addition to 
this, all domains of life satisfaction among subjects were inversely related with the 
severity of social anxiety. Thus, a marked impairment in social, psychosocial and 
physical domains is associated with social anxiety (Wittchen et al., 1996; Schneier et al., 
1994). Some studies have shown that the quality of life can be improved by effective 
treatment (e.g., Stein et al., 1999; Safren. et al., 1997). 
The impact of social anxiety is significant. Some studies have suggested that 
lifetime comportment of social phobia is associated with impaired work performance, 
less social interaction, and more school problems during adolescence. Wittchen and 
Beloch (1996) have suggested two types of impairment caused by social phobia. The 
most visible is poor scores in the short form (SF-36) scale survey. This may be 
interpreted as a severe impairment on “function and quality of life through its 
association with the development due to co-morbid pathology” (Simon, Otto, Korbly, 
Peters, Nicolaou & Pollack, 2002). Apart from this, Wittchen and Beloch (1996) 
observe that social phobia reduces “self-rated quality of life” which limits role-playing 
fields because of emotional problems and impaired social functioning, general mental 
health and vitality. They also found the fact that adolescence is a period of particularly 
high risk for impairments caused by social anxiety. Results identified by the Liebowitz 
Disability Self-Rating Scale confirm the fact that social phobia creates problems in 
education, career and romantic relations. It also affects work productivity and daily 
routine (Wittchen et al., 2000). Causing irregularity in the work situation, it reduces the 
work performance of sufferers. Eventually social anxiety may create lasting illness 
which may turn chronic. 
Wittchen and Beloch (1996) indicated how the quality of life among subjects 
with social phobia differs from matched controls without social phobia and other mental 
disorders. They examined the general quality of life, lifetime and current psychological 
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impairments and the health economic impact of social phobia. Their study found that 
subjects with social phobia demonstrated a highly significant reduction in quality of life, 
work and daily life activities. However, no clear evidence was found to show if the 
participants with social phobia used health services significantly more than the matched 
control group.  
Stein and Kean (2000) examined the range of disability and reduced quality of 
life associated with social phobia in the community. This study also examined 
functioning across the two subtypes of social phobia: The generalised and non-
generalised forms. Individuals with social phobia were impaired on a broad spectrum of 
measures. They were also more likely than persons without social phobia to rate 
themselves as ‘low functioning’ on the Quality of Well-Being Scale.  
With a view to diagnosing the causes and effects of social anxiety in adolescents, 
Wittchen and Beloch (1996) used the Composite International Diagnostic Interview 
(CIDI core version 1.1) to diagnose social phobia. Results showed that there are three 
main fields of phobia from which most adolescents suffer. The authors examined 65 
individuals with experience of social phobia, and found that most suffered from the 
following problems: “to speak in front of others (91%), to speak with others (59%), and 
to speak in front of a group (52%)”. They also showed that 83% of the subjects feel 
anxiety as they blush and shake when exposed to others, while 85% constantly have the 
fear that they may face something embarrassing. Finally, 92% of phobic subjects were 
concerned about the critical situations they may face.  
Interestingly, Simon et al. (2002) examined the relative effects of social anxiety 
disorder and panic disorder on quality of life. They found that patients with social 
anxiety are substantially impaired in terms of quality of life, but to a lesser extent than 
patients with panic disorder. However, the early onset of social anxiety disorder 
underscores the importance of early detection and treatment to reduce the impact of 
social anxiety on quality of life. Hambrick et al. (2003) explored the relationship 
between disability and quality of life within a sample of patients seeking treatment for 
social anxiety disorder. They suggest that the experience of disability mediates the 
relationship between a patient’s experience of symptoms and life satisfaction.  
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10.3 Social Anxiety and Types of Impairment 
The study result found that adolescents were affected by social anxiety. This 
finding of social phobia creates different types of impairment in a person (Schneier et 
al., 1992), affecting areas such as educational and social role functioning. It may affect 
students’ work performance, their ability to interact with others and classroom 
performance (Davidson et al., 1994; Wittchen 1994). SP hampers not only the 
psychological development of an individual, but also his or her total existence. It affects 
their academic, social and career achievement. It creates constant barriers to becoming 
involved in social functioning (Eng, Coles, Heimberg & Safrend, 2005). For these 
reasons, SP among adolescents should be areas of urgent focus (Liebowitz et al. 1985). 
It is very important to detect disorders because in many cases; the disorder can become 
chronic. 
Anxiety disorders can disrupt an individual’s social and occupational 
functioning. Epidemiologically, it has been shown that early withdrawal of socially 
phobic students from school is a primary cause of psychiatric disorders (Stein & Kean, 
2004). Different psychosocial variables such as academic performance and social 
functioning are adversely affected in students with social phobia (Berg, 1992; Davidson 
et al., 1993; Kessler et al., 1994; Last & Strauss, 1990; Last et al., 1992). This is truer 
for those with social phobia than those students with other mental orders (Kessler et al., 
1995). 
In addition, social phobia entails lower role functioning. Comparatively, the 
study shows that those with and without SP differ in terms of their emotional, general 
health, vitality, social functioning and mental health scores. Individuals with SP become 
a burden to society and this kind of thought leads the individual to develop more severe 
social phobia which in turn develops into acute illness (Kessler et al., 1998; Kroenke et 
al., 2007; Safren et al., 1996; Stein & Kean, 2000).  
Comorbidity can often compound the impacts of social phobia in accelerating 
the dysfunctional ability and lowering quality of life. Clinical study shows that social 
phobia has links with many unbearable disorders (Schneier et al., 1994), although more 
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studies need to be done. This study also focused on the disparities of the social phobia 
on different age groups and sexes in Saudi Arabian adolescents. 
10.4 Gender Differences  
In the Western world, adolescent girls score higher on the Social Anxiety Scale 
for Adolescents (SAS-A) (Garcia-Lopez, Olivares, Hidalgo, Beidel & Turner, 2001) 
than do boys (La Greca & Lopez, 1998; Inderbitzen & Walters, 2000; Olivares et al., 
2005) which was not found in China, although adults were studied as well (Lam et al., 
2002; Lee et al., 2005). According to these findings, it was hypothesised that girls 
would report higher levels of social anxiety than boys. The results showed that Saudi 
boys scored higher than girls on this measure. It may be argued that boys are more 
burdened than girls with expectations due to Saudi social and cultural values.  
The present study also shows higher scores of social anxiety among boys in the 
SAD–New subscale only, whereas no difference was found between boys and girls in 
the SAS-A total score, the SAD-General or the FNE. However, in the Social Phobia 
Inventory (SPIN) (Connor et al., 2000), boys scored higher on the total score and two of 
its subscales, namely, fear and avoidance than girls. This may be the case because 
socio-cultural conventions usually impose more emphasis on social functioning on 
boys, so they may become vulnerable to the expectation and begin to suffer from social 
phobia. Boys with social phobia are seen to possess shyness and timidity which are 
considered as more conventional characteristics of girls. The more boys try to overcome 
these problems, the more they tend to become concerned about their problems. The next 
section discusses the age, sex and grade group differences. 
Sex differences in social anxiety symptoms have been identified by some studies. 
Being the centre of attention was perceived as a greater social fear by women than by 
men. Similarly, Wittchen et al. (1999) found that in certain social situations – such as 
giving a speech in front of an audience, being observed at work, and talking to an 
authority figure – women had higher levels of fear than men. Adolescent girls also tend 
to be more anxious than boys about the risk of negative evaluations. Moreover, others’ 
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judgments of one’s appearance have been found to be more of a worry for adolescent 
girls than for boys (Rosen & Aneshensel, 1976; Nolen-Hoeksema & Larson, 1992). 
10.5 Differences between Age Groups 
In addition, it was hypothesised that there are statistically significant differences 
in the community sample across the three different age groups in terms of social 
interaction anxiety, anxiety, social interaction, fear of negative evaluation, social phobia 
inventory, social anxiety, self-referent adjective and quality of life. Numerous studies 
have been done on the impact of social anxiety on both sexes. Like the previous studies, 
this study found that girls are more vulnerable to social anxiety than boys. It was also 
found that adolescent girls are very conscious about their social position (Kashani, 
Orvaschel, Rosenberg & Reid, 1989) which can be a cause of constant anxiety in them. 
This is aligned with the finding that adolescent girls are very concerned about their 
relationships with others which can also become a matter of anxiety for them (Maccoby, 
1990).  
In terms of age group differences, few previous studies have used age 
differences as a paradigm for studying social anxiety (La Greca, 1998). However, the 
present study found different levels of social anxiety in junior and senior adolescents. 
According to previous findings, junior girls suffer more from social anxiety than those 
of the senior section. Buss (1986) and Elkind (1980) explain this as the tendency of 
junior girls to engage in self-presentation. This entails being concerned about 
everything that they are related to and feeling higher levels of anxiety. In addition, 
junior school girls go through physical changes during puberty which bring substantial 
changes to their psychological world. This is a time when they look for new friends 
with new expectations and desires. They want to create a domain of their own which is 
constantly challenged by realities and so they face further anxieties. On the other hand, 
senior girls become more concerned about the reality and can fit their demands into 
social life in more realistic ways, which helps them to lessen their social anxiety.  
Furthermore, the transition in girls from the early childhood to adolescence 
entails cognitive changes, including the development of formal operational thought, a 
 209 
 
sense of discrimination, and greater self-perception. Girls in this stage can become very 
self-critical and may also face criticism by others. It is primarily in this cognitive realm 
that girls’ social anxiety is found, as opposed to in the behavioural realm which 
encapsulates the phenomenon of social avoidance. In this study, results for the SAS-A 
subscales revealed that no grade group differences were found in these samples.  
The study found that different levels of social anxiety exist in elementary and 
high school students. La Greca (1998) conducted a study on the high school students 
which showed that they had lower levels of social anxiety, as indicated by SAS-A 
scores, compared to elementary school students, who reported higher anxiety scores, 
shown in both of the total and FNE scores (La Greca, 1998). This concludes the 
discussion of the disparities between the sex and grade group on the SAS-A. The 
following section addresses the differences between the same groups based on the Beck 
Anxiety Inventory (BAI) (Beck et al., 1990).  
The result is very canonical. Aligned with previous studies, scores on the BAI 
show that girls are more open to social anxiety than their male counterparts. Using a 
clinical interview, Lewinsohn, Hops, Roberts, Seeley and Andrews (1993) studied a 
non-clinical adolescent population. They found that female adolescents suffer from 
depression to a greater degree than their male counterparts. In addition, they found that 
girls reported higher anxiety symptoms than boys, as measured by BAI. The result for 
the present study is consistent with a self-report study by Bernstein, Crosby, Perwien 
and Borchardt (1996) who also found higher anxiety scores among the girls, on the 
Revised Children’s Manifest Anxiety Scale.  
Apart from sex disparities, social phobia in Saudi adolescents varies based on 
age differences. In studies in the West, the Social Anxiety Scale for Adolescents (SAS-
A) was applied to investigate social phobia among adolescents but no significant results 
were found (Garcıa-Lopez et al., 2001; La Greca, 1999). A significant result was 
however found among the mid-adolescents, who showed more social anxiety than the 
older ages in Western countries (Cunha et al., 2004; Inderbitzen & Walters, 2000; 
Inderbitzen et al., 2004). Similarly, Bayramkaya et al. (2005) found significant age-
group differences on social anxiety among students. Using the Capa Social Phobia Scale 
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on adolescents aged 14-16 years; it was found that the scores were higher among older 
students and lower among the younger. Similarly, in China, older adolescents (16-19 
years) were found to suffer from more social anxiety than their younger counterparts 
(14-16 years). In this study, the Chinese version of the Multidimensional Anxiety Scale 
for Children was used (Yao et al., 2006). The authors speculated that as adolescents 
grow up, they become more aware of their anxieties, leading to higher scores of anxiety.  
Demir et al. (2013) conducted a study in an urban population of Turkish 
children and adolescents using the Social Anxiety Scale for Children Revised 
(SASC-R) and the Capa Social Phobia Scale for Children and Adolescents 
(CSPSCA). They referred to social anxiety disorder (SAD) as the first stage of 
social phobia which starts from the children’s early years until they reach the 
adolescent stage. They indicated that both of them suffer from emotional 
distress, impaired friendships and social interactions. The above mentioned 
symptoms play a great role on the part of their school and college academic 
under-achievement. Both of them are considered to be at risk of serious major 
depression, anxiety and disorders in later age. The study also pinpointed the 
fact that passive-aggressive children have difficulties in attending schools or 
university and addict to both alcohol and tobacco with feelings of shyness and 
embarrassment. On the contrary, children and adolescents can be provided for 
with secured plans of prevention, detection and treatment which are considered 
to be of great importance to protect them from negative consequences and help 
them to achieve and function well, not only in their school and academic 
studies but also in their general lives as well (Demir et al, 2013). 
This study applied different social anxiety measures; including the SAS-A, SPIN, 
FNES, and SAIS to Saudi Arabian adolescents. In line with previous studies, the present 
study shows that individuals of age 16 report less social phobia than those of age 17. 
This was also found in an American study (La Greca, 1998). The outcome of this study 
can be applied to different communities and clinical samples in the Arab-speaking 
world.  
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The present study shows that girls were less socially phobic than the boys on the 
FNE subscale. This observation contrasts with the findings of La Greca and López’s 
(1998). It supports the fact that differences in the level of social anxiety occur not only 
in the FNE subscale but also in the SAD-New subscale and in the Total SAS-A scale. 
On the other hand, the present study found similar results to US studies on grade effects 
or interactions between sex and age using the SAS-A (Ginsburg, La Greca & Silverman, 
1998; La Greca & López, 1998). 
While studies have been conducted on SP in children and young people, fewer 
studies have been conducted on the prevalence of SP. In the case of Saudi Arabia, this 
study found that 34.3% of the adolescent participants (N=145) are considered to be 
suffering from social phobia. Studies conducted in Saudi Arabia report that phobic 
anxiety is the most frequent mental health-related problem among Saudi adolescents, 
with a rate of around 17.3% (Mahfouz et al., 2009). Another study, of 545 Saudi female 
students, found that 16.4% had symptoms of social anxiety (Al Gelban, 2009). In Saudi 
Arabia or any other Arab countries, no epidemiological studies have been conducted 
related to the SP among the children. Thus, the present study helps to fill the gap in 
research on Saudi Arabia. 
Following strict cultural customs, Saudi studies with out-patients are comprised 
mainly of men. For this reason, much less is known about the prevalence of SP in Saudi 
women. Researchers have posited numerous reasons pertaining to culture for this 
discrepancy (Bassiony, 2005). Saudi males have more opportunities to interact in social 
situations because the workforce is comprised mainly of males. They tend to face both 
more social pressures and opportunities than Saudi women. As women need to be 
accompanied by a male relative when visiting a health service centre, it is more 
convenient for males only to access such services. Moreover, women need to explain to 
their male relatives the nature of their health-related problems and convince them of the 
need to visit health services. This stigma extends to Saudi women accessing 
psychological services. The result is that the privacy and confidentiality of Saudi 
females is compromised. 
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The findings indicate Saudi adolescents suffer from social phobia in different 
degree in different countries. Some studies found that the average rate of social phobia 
is 12.3% while SP in Saudi Arabia ranges from 2% to 16% (Katzelnick, 2001; Kessler 
et al. 2005; Stein, 2005) which is close to the internally recognised rate. In the United 
Arab Emirates, the rate is 7.8%, in Egypt it is 13% (Al-Hinai et al., 2007) and in Jordan 
9.1% (Bani Mustafa et al., 2014). In Oman, the prevalence rate is 54% (Al-Hinai et al., 
2007). It is likely that high school students suffer from social anxiety because in this 
developmental stage, they suffer from inner ego conflicts which give rise to their 
anxiety. They suffer from a tension created by their social and cultural parameters and 
their urge for more independence (Erickson, 1968).  
In the present study, it was found that the Muslims suffer from a high level of 
social anxiety because of their restrained social and cultural paradigms (Kessler et al., 
2005). This can cause different mental disorders which can prevent them from 
achieving their educational and professional goals. The next section discusses social 
anxiety in Arabic adolescents.  
10.6 Sex and Social Status Differences among Adolescents 
Sex-based studies of social anxiety invariably show consistent outcomes (Erath 
et al., 2007; Eren, 1997; Inderbitzen et al., 1992; Sertelin, 2007; Teachman & Allen, 
2007). Male and female adolescents are equally vulnerable to social anxiety in a given 
social structure. However, different social and cultural phenomena exist based on 
different religions, ethnicities, histories, geopolitics etc. Researchers need to take these 
diversifications into account when understanding the impacts of social phobia on male 
and female adolescents (Fukuyama & Greenfield, 1983; Furnham & Henderson, 1981; 
Furnham, 1979; Stein & Bailey, 1973, cited in Tegin, 1990). 
10.7 Social Anxiety in Arab Adolescents  
Above, it was established that adolescents undergo different physical and mental 
changes throughout their development. In puberty, adolescents undergo shifts in their 
cognitive, emotional and social functioning which can give rise to social phobia (Bruch, 
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1989). Adolescents tend to be psychologically susceptible to how they are evaluated by 
others and this plays a vital role in determining their level of self-consciousness (Peleg, 
2010). When adolescents discover a gap between what people think of them and what 
they want in reality, they begin to suffer from social phobia. A phobia may develop 
depending on whether individuals of their age approve or mock them (Hudson & Rapee, 
2000). This is the period when adolescents begin to identify their place in the existing 
social system (e.g., Trower & Gilbert, 1989); anything negative may create anxiety in 
their lives. Broadly, it can be assumed that social phobia begins to appear when 
adolescents want to join the existing hierarchical system of power (Hudson & Rapee, 
2000) and when they want to secure a place among the existing hegemonic forces or 
agents in their society (Ohman, 1986).  
According to the thesis hypothesis, female adolescents would score higher on 
social anxiety. However, the actual findings show otherwise; boys are more socially 
anxious than girls. Zeidner (1989) contends that female adolescents have lower levels of 
social anxiety, contrary to Stein and Matsunaga (2001). The latter corroborates other 
reports regarding the anxiety scores of male adolescents (e.g., Dellosso et al., 2002; 
Hidalgo, Barnett & Davidson, 2001; Lepine & Pelissolo, 2000; Peleg, 2002). The 
obvious reason behind this is the social and cultural parameters of Arabic countries in 
which males are expected to be the representative of the society by functioning properly 
and authentically. This observation is also clinically true (Stein & Matsunaga, 2001).  
Another reason for this higher score of social anxiety among male adolescents 
may be that as part of the collectivist, Arab society, males have to be more competitive 
and supportive and so they suffer from more anxiety.  
Studies of Western adolescents differ from their Eastern counterparts regarding 
social phobia. Western individuals are largely free from many of the parameters that 
Arab adolescents are subject to. They are suppressed by social and cultural norms. They 
tend to be in a perpetual race to win as their forefathers did which usually induces 
anxiety in them. It is truer for those living on the periphery of the society. Even in 
school, they are oppressed with the realisation that they have to secure good jobs after 
completing their studies which creates further anxiety for them (e.g., Peleg-Popko et al., 
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2003; Peleg, 2009). Further study should be conducted comparing the social anxiety 
levels in Western and Eastern cultures, and between majority and minority groups. 
Socio-economic considerations related to social anxiety will be discussed in next 
section. 
10.8 Socio-economic Considerations 
Socio-economic aspects are linked with social phobia. It is found that the 
adolescents and adults on the periphery of society can be affected more by social phobia 
than those in the mainstream (Canino et al., 1987; Rosella & Albrecht, 1993; Schneier 
et al., 1992). This is because socially affluent parents are able to spend a lot of resources 
to enable their children to cope with different social activities. In these social activities, 
adolescents get the chance to accommodate themselves with different social situations. 
This enhances their ability to reduce their social anxieties.  
10.9 Negative Evaluation and Social Anxiety  
One objective of this study was to compare the fear of evaluation in different 
age groups. Adolescents aged 15-17 years reported higher levels of ‘fear of negative 
evaluation’ than those aged 18-19 years. That is, mid-adolescents suffer from ‘fear of 
evaluation by others’ more than late adolescents.  
It is clear that fear in social situations is mainly motivated by the desire to avoid 
embarrassment. Adolescents with SP seem to fear disregard and humiliation. When the 
individual interprets the situation negatively, regarding social information, this can give 
rise to fear in the individual affected by SP (Hirsch, Clark & Mathews, 2006). In reality, 
they are rarely treated negatively. They rate their public speaking as being of poor 
quality (Abbott & Rapee, 2004). Cox, Borger and Enns (1999) note that negative 
evaluation is a widely used measurement of change during Cognitive-Behavioural 
Theory (CBT). 
In comparison to other disorders and non-clinical controls, individuals with SP 
report more negative results, which come from interpreting social events more 
negatively (Lusia Stopa & Clark, 2000). A study of social scenarios interpretation found 
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that SP individuals tend to interpret the social scenarios they face more negatively 
(Voncken, Bögels & Peeters, 2007). However, this study had imbalanced experimental 
and control groups in terms of sample size (the British sample of smaller sample size 
than the Saudi sample); therefore the results should be interpreted with caution. 
A study has been conducted on the connection between SP and attentional bias 
to socially threatening words in order to determine concurrent depressive disorder 
effects (Musa, Lépine, Clark, Mansell & Ehlers, 2003). The study found that individuals 
with SP tend to be attentive to socially threatening words. In contrast, patients with 
depressive disorder and SP preferred to avoid the words. A connection with intentional 
bias to physical threat and SP might exists which underscores the importance of 
studying further attentional bias and comorbidity. 
Reavis (2005) found that young people aged 9 to 13 years with severe SP had 
lower levels of self-perceived social acceptability among their peers and a higher rate of 
cognitive errors than their counterparts without SP. In a similar study, of children aged 
10 to 11 years with severe SP, by Cartwright-Hatton, Tschernitz and Gomersall (2005), 
the opposite relationship with SP and self-performance was found: there were more 
possibilities of expressing thoughts of negative self-evaluation to peers. SP children 
tended to pay more attention to their nervous dispositions. Such findings have been used 
to inform CBT and related psychological interventions for SP. 
10.10 Culture and Social Anxiety 
One objective of this study was to compare social anxiety between Saudi Arabia 
as a so-called collectivistic sociality and the UK as a so-called individualistic society. 
The Saudi adolescents reported more social phobia in total score as measured by SPIN 
than the UK adolescents. In terms of SPIN subscales, the Saudi adolescents also 
reported higher scores on ‘fear’ and ‘avoidance’ but not for ‘authority’. In addition to 
results from SPIN, no differences were found between Saudi and UK adolescents in 
terms of SAS-A total scores and its subscale SAD-New. However, UK adolescents 
reported more fear of negative evaluation than Saudi adolescents, whereas Saudi 
participants scored higher on the SAD-General. The only study that compared Saudi 
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and British people was by Al-Khodair and Freeman (1997). Comparing samples from 
Scotland and Saudi Arabia, the study found significant differences between the two 
groups.  
The course of the disorder and the assessment age differed. The Saudi sample 
had a younger age and shorter duration of the illness, while the Scottish sample had 
higher anticipatory fears. Saudis felt more comfortable with younger aged people 
whereas no such effect was observed in the Scottish sample. The Scottish group 
reported more panic attacks, a history of depression, abusing alcohol, usage of 
psychiatric drugs and agoraphobia. This is evidence that cultural difference can affect 
social phobias. The cultural effects are based on differences such as treatment age, 
illness duration, co-morbid panic disorder, alcohol problems, depression and situations 
related to society. In order to get clear picture on social anxiety among adolescents in 
collectivistic countries, we need to shed light on the reasons why adolescents possibly 
score higher on social anxiety in collectivist cultures. It has been argued that this is due 
to the stricter cultural constraints.  
The study also cites other evidence regarding the presence of higher anxiety 
scores in other collectivist cultures such as Latin American countries. These results 
regarding social anxiety and social norms in collectivist societies have been replicated 
by others (Heinrichs et al., 2006; Hong et al., 2007; Kleinknecht et al., 1997; Okazaki, 
2002). In the three country groups discussed here, the East Asian countries show more 
social anxiety than the European and the Latin Asian countries. Latin America and East 
Asia share similar cultural patterns but their cultural values regarding children and 
adolescents differ. In the former countries, people socialise through talking and mixing 
with each other which decreases their social anxiety, while the latter promote 
submissiveness in their children which may lead to social phobia (Ramirez-Esparza et 
al., 2008).  
In some East Asian countries, such as South Korea and Japan, group harmony is 
practised by showing respect to each other (Kleinknecht et al., 1997). This promotes 
interpersonal relationships by showing due respect to one another and thus increases 
their self- consciousness. When people become very concerned about themselves, 
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anxiety begins to mount. In Latin American countries, people also promote respect 
towards one another but they do so without generating self-centeredness and 
accordingly suffer from less social anxiety. These findings for East Asian and Latin 
American countries are supported by Furmark (2002) and Wittchen et al. (2003).  
Individualistic and collectivist countries have also been found to differ in terms 
of social anxiety-related impairments, with individualistic countries suffering more on 
this measure than collectivist countries (Rapee et al., 2004). The reason behind this is 
that the people in collectivist countries are more prepared to accept cultural constraints 
as part of their growing up.  
In terms of the impact of the culture on social anxiety in gender-specific 
interaction, it needs to highlight how cultural expectations and sex-based learning 
history are related to social phobia. This underscores the need for physicians to consider 
the impacts of cultural influence on the different achievement scales and how it can give 
rise to social phobia. Treatment of SP should concentrate on the individual’s potential 
and expectation levels.  
Studies show that the collectivist Asian culture is more vulnerable to social 
anxieties which ultimately turn into social phobia (Norasakkunkit & Kalick, 2002; 
Okazaki, 1997). Saudi Arabia is traditionally known as a collectivist country with much 
importance placed on interdependence. In this kind of cultural paradigm, higher levels 
of social anxiety on the SAS-A level and subscale score level have been observed. A 
study on adolescents from Spain and the USA shows that Spanish adolescents have 
higher social anxiety scores than US adolescents (Olivares et al., 2005). On the other 
hand, Saudi Arabian adolescents can be expected to have higher anxiety scores than 
Spanish and US adolescents because of its traditional values and collectivist phenomena. 
It should however be noted that the level of social anxiety of Saudi Arabians is lower 
than that of the Chinese.  
Other research comparing adolescents in Saudi Arabia, China, the USA and the 
UK in terms of SAS-A scores made an unexpected observation (La Greca, 1999; 
Olivares et al., 2005; Zhou et al. 2008). It was found that British adolescents have more 
social anxiety than those of Saudi Arabia. Other methodological problems encountered 
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when comparing adolescents from different countries include lack of measurement 
equivalence, true differences in prevalence, cross-cultural limitations and limited 
validity or precision of the diagnostic criteria which can prevent homogenous 
assessment (Lewis-Ferna´ndez et al., 2010). 
In terms of the relationship between social anxiety and individualism–
collectivism, Vriends et al. (2013) found that TKS might not only be a 
Japanese culture-bound disorder, but also be present in other collectivist 
cultures or individuals. The TKS values of the Indonesian sample were higher 
compared to those of the Swiss sample but were of similar value to those of the 
Japanese samples. In Indonesia, TKS was shown to be clinically relevant, as it 
was associated with self-reported DSM-IV social phobia (even when 
controlling for social anxiety) and it was associated with the wish for 
professional help to deal with social fears. However, in contrast, in Switzerland 
TKS was not associated with self-reported DSM-IV social phobia and it was 
not associated with the wish for professional help to deal with social fears, 
indicating that TKS is less clinically relevant in Switzerland, if relevant at all.  
According to the model of Vriends et al. (2013), TKS symptoms in 
Indonesia and Switzerland are more often present in individuals with a more 
interdependent and a less independent self-construal compared to an individual 
with a more independent and less interdependent self-construal. The model 
suggests that in Indonesia this is more often the case in individuals, and thus 
more cases with TKS can be found there than in Switzerland. However, in 
Switzerland some cases with TKS might also be found. They found that 
interdependent self-construal was positively associated with TKS and social 
anxiety, and that an independent self-construal was negatively associated with 
TKS and social anxiety. Interdependent self-construal mediated the association 
between cultural background and TKS and social anxiety, that is, a more 
interdependent self-construal, associated with an Indonesian cultural 
background, was associated with TKS and social anxiety. Thus, TKS might not 
be a Japanese culture-bound syndrome, but an interdependent-self-construal-
bound-syndrome. Those individuals who construe themselves as 
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interdependent with others have a greater chance to experience social fears that 
rely on interdependence, such as being afraid of embarrassing others with one’s 
own behaviour. 
With the aim of finding measures for alleviating social fears, Vriendo, Novisnti 
and Hadiyona (2013) investigated taijin kyofusho and social anxiety in Indonesia and 
Switzerland. The investigation focused on the clinical relevance of TKS and 
professional help for dealing with fears of social anxiety. Controlling for general social 
anxiety, the study also examined the relationship between TKS and social phobia 
symptoms as defined in the DSM-IV. It examined whether self-construal mediates the 
relationship between TKS and cultural background (Swiss versus Indonesian) and how 
the independent and interdependent self-construal are related. Based on a sample of 311 
Indonesian and 349 Swiss university students, the study used the Liebwitz Social 
Anxiety Scale, the Taijin Kyofusho Scale (TKS), the Self-construal Scale, and Self-
reported Social phobia. The results indicated different outcomes for the different 
cultures. Vriendo et al. argue that the TKS scale might be related, not only to the 
Japanese culture-bound disorder, but also to other cultures.  
10.11 Emotions in Adolescents 
Emotion in adolescents can play an important role in terms of identifying 
individuals with and without social interaction anxiety. Kashdan and Farmer (2014) 
argue that indifference to emotions in socially phobic people is a sign of their 
psychological disorder. Reaction to emotions can therefore be used to distinguish 
between people with and without psychological disorders. The social phobic has 
different emotional mechanisms which affect their ways of assimilating different 
emotions in the social and cultural context (Kashdan et al., 2011; Morrison & Heimberg, 
2013). People with SAD have broad positivity deficits (Kashdan et al., 2011). 
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10.12 Differences in Social Anxiety between Saudi, British, the 
USA, Chinese, Spanish and Turkish Adolescents 
In order to conduct a comparative analysis of social anxiety between Saudi 
Arabian and British samples, more countries such as China, Spain, the USA and Turkey 
were compared in terms of scores of SAS-A scale. The remaining study analyses 
pertained to differences on levels of social anxiety between adolescents from Saudi 
Arabia, the United Kingdom, the USA, China, Spain and Turkey. Means and standard 
deviations for the SAS-A total and subscales obtained from adolescents in this study 
were compared to those reported by La Greca (1999) in the USA, Zhou et al. (2008) in 
China, Olivares et al. (2005) in Spain and Memik et al. (2010) in Turkey (see table 
8.24).  
Even though no inferential statistics were conducted between those countries 
based on the available research conducted in these countries, the results expected that: 
(a) Saudi adolescents scored less than Chinese adolescents on the FNE, SAD-New, and 
SAD-General subscales and on the SAS-A total; (b) Saudi adolescents scored 
significantly higher than British adolescents on the FNE, SAD-New, SAD-General 
subscales and on the SAS-A total; (c) Saudi adolescents scored less than Chinese 
adolescents on the FNE, SAD-New and SAD-General subscales and on the SAS-A total; 
(d) Saudi adolescents scored less than Chinese adolescents on the FNE, SAD-New, and 
SAD-General subscales and on the SAS-A total; (e) Saudi adolescents scored less than 
Chinese adolescents on the FNE, SAD-New, and SAD-General subscales and on the 
SAS-A total; (f) Saudi adolescents scored less than Spanish adolescents on the FNE and 
on the SAS-A total but were higher on SAD-New and (g) Saudi adolescents scored less 
than Turkish adolescents on the FNE subscale and on the SAS-A total but were higher 
on SAD-New and SAD-General. 
According to Pilling et al. (2013), it can be estimated that the children and 
young children had been used for diagnosis as well as explaining the estimates in 
prevalence in the UK. British diagnosis rates, in this study, were found to be higher in 
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boys when compared to girls and increased slightly when compared to age. In addition, 
anxiety disorders in the UK societies begin in childhood and adolescence.  
10.13 Discussion of the Results of SEM Models  
One of the objectives of this study was to propose and validate a model that test 
the relationships between social anxiety, social phobia inventory, social interaction, 
cognitive factors, cultural tendency, anxiety and quality of life. The first stage of 
validating the model was completed through assessment for unidimensionality, validity 
and reliability as reported in section 7.3.3. The CFA indicated that the indicators sorted 
themselves into several factors (i.e., social interaction anxiety sorted itself into 4 factors; 
fear of negative evaluation, Social Anxiety Scale for Adolescents (generalised Social 
Avoidance and Distress), World Health Organization’s Quality of Life Questionnaire 
(Physical health) sorted themselves into 2 factors each). The proposed framework was 
evaluated through CFA, thus a modified model was validated and was deemed a good 
fit for the data and thus accepted. 
Direct effects between independent variables and dependent variables 
Cognitive factors, Social Interaction and Social Anxiety relationship  
The result finds that there is a significant positive correlation between cognitive 
factors, social interaction and social anxiety. Individuals with social anxiety usually 
report greater negative self-evaluation (Clark & Wells, 1995). Similarly, the condition 
of individuals with social anxiety is usually exacerbated by the extent to which they 
believe their anxiety is visible to others. They tend to underestimate the extent to which 
they are interested in and agreeable to others (Voncken, Alden & Bögels, 2006). 
Perceptions of their negative performance tend to persist over time (Wallace & Alden, 
1997). Three cognitions that characterise patients regarded as having social anxiety 
were identified by (Wells, Stopa & Clark, 2000), namely: fear of negative evaluation by 
others; fear of revealing signs of anxiety or performance failure; and negative self-
evaluation. 
Schmertz et al. (2012) considered their study as the first study showing that 
mindfulness was concerned with the person’s symptoms of social phobia which was 
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found to be a result of their perceived probability and cost of a negative social outcome. 
The results were, moreover, acquainted firmly with cognitive theories of social anxiety 
and considered to be the main factors for the participants’ mental disorders. This might 
be because people with SAD cannot identify their own emotions, unlike their healthy 
counterparts, and they also cannot describe them, like those with generalised anxiety 
disorder (Turk, Heimberg, Luterek, Mennin & Fresco, 2005).  
In terms of social interaction, according to Kashdan and Farmer (2014), social 
interactions are experienced as stressful to the socially phobic. They therefore struggle 
to determine the primal emotions of happiness and sadness. They live in their own 
world, paying little attention to the world around them, while their particular 
interpretations are constantly opposed by ‘reality’. Yanos et al. (2001) conducted a 
study on a sample of 104 patients diagnosed with severe mental illness. The result 
indicated that the positive and supportive social interaction had a great impact on the 
quality of the patents lives (QoL), their direct contact with their society and families in 
various leisure activities, and also work disciplines. The study concluded that patients 
with more symptomatic mental disorders reflected fewer and negative supportive 
interaction towards the environment around them. 
People with social phobia struggle to adapt themselves to social situations as 
they are afraid of social failure (Schlenker & Leary, 1982). Their cognitions compel 
them to avoid social situations (Clark & Wells, 1995). They begin to anticipate 
upcoming situations and over-emphasise the anxiety-related factors, suggesting biases 
in cognitive appraisal (Goldin, Manber-Ball, Werner, Heimberg & Gross, 2009). They 
are not able to discriminate between different unpleasant states and try to avoid them. 
They are unable to use cognitive reappraisal as effectively as their healthy counterparts. 
(Werner, Goldin, Ball, Heimberg & Gross, 2011). 
In addition, they tend consider positive emotions as threatening (Turk et al., 
2005). Thus, people suffering from social phobia develop the tendency to cancel both 
positive and negative emotional paradigms, using cognitive mechanisms to avoid social 
situations. These coping methods are ineffective (e.g., Farmer & Kashdan, 2012; 
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Kashdan, Morina & Priebe, 2009; Kashdan & Steger, 2006) because the individual 
rejects the ways of perceiving and responding to emotions, both positive and negative.  
The study of Tianin (2011) reflected much hopes and optimism for individual 
with social anxiety. The results showed that online social interaction played a great role 
in caring people with higher social anxiety and made them interactively motivated when 
they made new friends and made them feel more comfortable when they interacted with 
others. On the contrary, people with weak social skills were found to have fewer friends 
online with less development of intimacy and low scores on a social anxiety scale. 
Pilling et al. (2013) concluded that both verbal and non-verbal social skills which 
involve treatments in eye-contact as well as other facial features, starting a conversation 
and positive feedback.  
The current study was partly aimed to investigate the relationships between 
social interaction, cognitive aspect, culture tendency, anxiety, social anxiety and quality 
of life. The overall fit of the SAS-A model was acceptable. In terms of direct effects 
between study variables, significant positive correlation between cognitive factors and 
social anxiety was found. There was a positive relationship between culture tendency, 
social anxiety and social phobia inventory. Positive relationship was found between 
anxiety and social anxiety. Mediation effects of SAS-A and SPIN were investigated by 
reporting direct effects, indirect effects and total effects. Results indicated that social 
anxiety significantly mediated the relationships between subjective anxiety, positive 
individualism, cognitive and environmental health. However, there was no mediation 
through the SPIN model. In terms of moderation effects of demographic characteristic, 
it can be concluded that significant differences between the normal and clinical samples 
were found on correlation between social anxiety on the SAS-A model. Moreover, sex 
significantly moderates relationships between all modelled variables. For the SPIN 
model, there were significant differences on correlation between social phobia inventory 
and positive relatedness.  
 224 
 
10.14 Summary 
This chapter has discussed the findings of this study, showing the various ways 
in which the functioning of adolescents with social phobia in different social institutions 
is impaired because of their lack of interaction. This thesis found that social anxiety 
severely affects the quality of life of a person and leads to instability in both physical 
and psychological states. The study shows that those with SP and those without it differ 
in terms of their emotional, general health, vitality, social functioning and mental health 
scores. The present study also shows higher scores of social anxiety among boys on the 
SAD–New subscale only, whereas no difference was found between boys and girls on 
the SAS-A total score, the SAD-General or the FNE. This may be the case because 
socio-cultural conventions usually imposes more emphasis on social functioning on 
boys, so they may become very vulnerable to the expectation and begin to suffer from 
social phobia. Results of this thesis support the literature suggesting that there are social 
and cultural parameters of Arab countries in which males are expected to be the 
representative of the society by functioning more properly and authentically. In terms of 
cross cultural findings, the Saudi adolescents reported more social phobia in total score 
as measured by SPIN than UK adolescents did. In terms of SPIN subscales, the Saudi 
adolescents also reported higher scores for the fear and avoidance but not for authority. 
No differences were found between these two groups in terms of SAS-A total scores 
and its subscale SAD-New. However, UK adolescents reported more fear of negative 
evaluation than Saudi adolescents did, whereas Saudi participants reported higher levels 
on the SAD-General. The next chapter concludes this study.  
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CHAPTER ELEVEN 
11 CONCLUSION AND RECOMMENDATIONS 
11.1 Overview  
This thesis proposed and validated a model that explained how social anxiety 
affects quality of life in adolescents in Saudi Arabia. This chapter presents the 
conclusions and recommendations of this study. First, the research questions are re-
visited, followed by a discussion of the contribution that this study makes to knowledge 
about social anxiety and quality of life in adolescents. The research implications for 
practitioners and policy makers are then explored. Finally, the limitations of this 
research are discussed, followed by recommendations for future research. 
11.2 Research Questions Re-visited 
Saudi Arabia is a newly established country that is currently going through a 
period of rapid development. Thus, research there is still relatively limited, and there is 
a lack of culturally appropriate instruments for research purposes. It is highly 
recommended that researchers distinguish carefully between developing a new 
instrument and using existing instruments, depending on their established psychometric 
properties. The latter is often adopted because it is more practical and resource-effective, 
and because it allows comparison with findings from other countries. In many cases, 
instruments are translated from one language to another based on assumptions of 
cultural transferability.  
This process does not, however, ensure that the questionnaire items effectively 
represent the measured constructs in the targeted culture. Psychological constructs 
normally vary between cultures; thus measures translated from one language to another 
might not represent the targeted culture properly because important aspects might be 
overlooked. This does not necessarily invalidate the utilisation of measures across 
different cultures. It is, however, important that the psychometric properties of the 
indigenous measures are taken into account (Allwood, 2011; Cheung & Leung, 1998). 
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The current study used existing measures. These were translated, following the 
translation and back-translation guidelines, to capture as many measurable aspects in 
the targeted culture as possible. Maintaining the original version of the measurements 
was important in order to enable comparisons with previous research.  
The present study used self-report questionnaires to investigate social anxiety 
and quality of life among Saudi adolescents. Only self-report measures were used. It 
was important that these questionnaires were compatible with DSM-IV criteria. After 
the researcher had adapted eight existing questionnaires of social anxiety, and translated 
them into Arabic for use with an Arabic-speaking sample, many of the hospital staff 
expressed their wish to use them as additional diagnostic/assessment tool in their 
everyday clinical practice.  
All eight questionnaires had previously been widely used and translated into 
different languages, though not all to Arabic. Scales which have been evaluated in 
developing countries and which have been translated into various languages are 
particularly useful for the general population, due to their low cost. However, such 
instruments need further psychometric investigation if they are to be used for both 
research and clinical purposes such as monitoring symptoms. Overall, the eight 
instruments used in this study were found to be of satisfactory psychometric suitability, 
as shown in the results chapters.  
As discussed in detail in the methodology chapter, this study used two scales to 
measure social interaction. The first was the Social Interaction Anxiety Scale (SIAS) 
while the second, called the Social Interaction (SI) questionnaire, was compiled from 
different sources by the researcher. It was necessary to develop a new social interaction 
instrument for the Saudi cultural context because of the lack of available tools with 
appropriate psychometric properties and because the constructs of existing instruments 
were not culturally applicable. Preliminary evaluation of the new instruments was 
encouraging in that they exhibited good reliability, as assessed by Cronbach’s alpha 
values, and satisfactory internal validity. However, more research is needed to refine 
them and to further establish their validity and reliability by exploring their factorial 
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structure in more depth in larger samples, both clinical and non-clinical, and to contrast 
their properties with those of existing tools. 
11.3 Cultural Issues  
Saudi society is collectively characterised by a number of distinct features. For 
instance, there is a tendency to attribute events involving close family relationships to 
external rather than internal causes, that is, external attribution is widely preferred in 
this society. In addition, directive parental child-rearing practices are common, 
following the collectivist nature of Saudi culture as opposed to more individualist 
society in which family relationships are more distant. It is clear that using external 
attributions is strongly consistent with collectivism since it implies that one is not fully 
responsible for one’s own behaviour and that there are ‘uncontrolled’ causes that 
contribute to it (Berry, Phinney, Sam & Vedder, 2006).  
Mental health disorders in Saudi Arabia might be different from those in more 
individualistic societies in terms of perceptions and attitudes towards mental health. 
Concepts such as ‘devil eye’ or ‘spirit possession’ are often invoked as explanations in 
the Saudi context when attempting to make sense of psychological problems (Alanazi, 
2001). Thus, religious and traditional therapies are usually the first approach for 
treatment while mental health treatment services remain a last resort (Dwairy, 1998; Lin 
& Church, 2004). 
The Saudi mental health system differs from more developed countries in its 
strategies for dealing with phobic and anxious patients. Qureshi, Al-Habeeb and Keenig 
(2013) report that the Ministry of Health in Saudi Arabia is currently researching and 
planning through mapping schemes to develop community mental health systems 
(CMHSs) and implement more progressive care and advanced services in order to catch 
up with those in developed countries. Studies have been conducted, especially in the last 
four years, to examine the strategies adopted to improve and upgrade the Saudi mental 
health system and its direct and indirect links with international mental health systems 
(WHO, 2009). They found that Saudi Arabia has achieved considerable improvement 
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and progress in its health systems, especially in those related intrinsically or 
extrinsically to mental health.  
While mental health indoor units have been upgraded, the studies indicated that 
Saudi Arabia has an ongoing need for more mental health care services in the 
community in order to catch up with international trends within developed countries. To 
this end, Saudi Arabia urgently needs its own national workforce which is well-trained 
in mental health care, both in the private and the public sectors.  
Al-Khathami, Mangoud, Rahim and AbuMadini (2011) found that most of the 
traditional mental health training programmes in Saudi Arabia are limited to very brief 
theoretical demonstrations rather than clinical demonstrations. Accordingly, they were 
seen as short-term workshops, and they tend to have an adverse effect on the knowledge 
and attitudes of psychologists, psychiatrists and the physicians, hindering the 
development of treatments for mental disorders. Much negligence has been discovered 
by experienced doctors in the field of mental health training, especially within the area 
of practical clinical performance.  
This attitude can be seen towards most psychological disorders in Saudi 
Arabia, including social anxiety, which has been shown to be subject to 
cultural features that may impact upon its treatment. In the Saudi context, 
societal norms support strong relationships and obedience to authority. 
Accordingly, social-anxiety-related behaviours such as avoidance are generally 
considered to be socially ‘appropriate’ in Saudi society. For instance, shyness 
is widely encouraged, especially among young girls – shyness being a common 
sign that one is ‘good’ (Dwairy, 1998; Nobles & Sciarra, 2000). 
In addition to the relationship between parenting style and social 
anxiety, there may also be a relationship between parental stress and social 
anxiety. Although this has not been investigated in this thesis, it is possible that 
a genetic link exists between parental stress and social anxiety in adolescent 
offspring. Further study may provide support for the role of heritability in the 
development of social anxiety. Such a biological perspective will need to be 
considered in relation to a socio-cultural perspective because individuals from 
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collectivistic societies usually consider their parents as role models; therefore 
the mental health of parents is likely to influence their children through the 
processes of socialisation (Triandis & Suh, 2002).  
11.4 Contribution to Knowledge 
The relationship between social anxiety and quality of life in adolescents was 
explored for the first time in Arab countries. Derived mainly from Western countries, 
variables such as cognitive ability, social interaction, and individualism versus 
collectivism were applied in the Saudi context. This study is the first to initiate 
investigation of the relationship between social anxiety and the quality of life of Saudi 
adolescents. It concentrated on adolescents in Arab countries who suffer from social 
anxiety, with a view to exploring how the collectivist culture influences the nature of 
social anxiety in these adolescents. This research paves the way for research on which 
particular psychological symptoms have the greatest effect on the quality of life.  
Socio-economic status can be understood as the position of individuals along 
various dimensions, including economic, political and cultural (e.g., income, 
educational achievement, occupational prestige). Several studies have found that low 
socio-economic status is correlated with child psychopathology. In other words, a high 
level of socio-economic status predicts lower rates of mental disorder because of 
associated protective factors (Patel, Knapp, Henderson & Baldwin, 2002; Wohlfarth, 
Winkel, Ybema & van den Brink, 2001). In this study, adolescent psychopathology was 
found to differ according to family socio-economic level. Nevertheless, the literature on 
socio-economic factors and adolescent mental health problems suggests that these 
mechanisms should be investigated in more depth for adolescents with social anxiety. 
11.5 Implications 
The objectives of research are to identify problems and to initiate solutions. This 
applies to the findings of this study, which has potential clinical implications at three 
levels: prevention, treatment, and clinical training. The following sections discuss 
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practice and service implications, research implications, and educational and clinical 
implications. 
11.5.1 Practice and Service Implications  
In terms of providing prevention services that target high-risk populations, this 
study identified that adolescents exposed to psychological disorders are at particular risk 
of developing social anxiety and other related mental health disorders. The risk is 
compounded by lack of early diagnosis of the disorder. It is therefore important for 
parents, teachers, clinical psychologists, social workers, GPs and others in frontline 
contact with adolescents to recognise these factors and identify vulnerable adolescents. 
Moreover, it has been found that primary prevention through the modification of 
parenting styles may decrease the probability of developing clinical symptoms (Landry, 
Smith, & Swank, 2006; Landry, Smith, Swank, & Guttentag, 2008). Because the 
influence of parental style begins at a young age, early intervention is important. 
Professional parenting programmes can enable modelling of sound parental practices 
and outstanding education (Barlow & Start, 2007; Goodson, 2007). Such programmes 
can be conducted by school-based interventions to reduce the impact of any aggressive 
or abusive behaviour on children and to enhance self-esteem among children who are at 
risk (Cunningham, Bremner & Boyle, 1995; Weissberg, Kumpfer & Seligman, 2003). 
For those adolescents who have already developed a social anxiety disorder, 
psychological interventions should address factors relating to social anxiety if they are 
to be effective. Providing affected adolescents with cognitive-behavioural therapy (CBT) 
skills in schools could arguably reduce cognitive bias and fears of negative evaluation 
by others. The effectiveness of CBT skills has been indicated in some treatment studies 
of social anxiety, specifically for children and young people with these cognitive 
distortions (Spence et al., 2000). It is also recommended that more attention should be 
paid by clinicians to the psycho-social factors that maybe be involved in maintaining or 
developing social anxiety. Another recommendation is that the treatment plan for the 
disorder should take both biological and psycho-social aspects into account (Beidel, 
Turner & Association, 2007; Geist, Grdisa & Otley, 2003). 
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In order for a prevention approach to be effective, it is important that the 
professionals interacting with adolescents are skilled in understanding the 
developmental and psychological attributes of this group. In particular, teachers should 
receive extensive training in the following areas: detecting adolescents who are at risk 
of mental health disorders; managing less complex cases; and referring adolescents with 
more severe needs to the appropriate services. These points should be incorporated into 
good-practice guidelines. Aside from teacher training, well-designed workshops for 
parents might increase their awareness of mental health conditions in general and of 
social anxiety in particular, thereby helping to reduce the number of adolescents being 
referred to specialist mental health services.  
In line with cultural protocols for treating mental health conditions, it should be 
noted that service protocols developed originally in individualist societies may also be 
useful in collectivist societies. With some adaptation and adjustment to take the 
characteristics of the new cultures into account, these protocols could enhance and 
improve knowledge in collectivist societies. 
11.5.2 Research Implications  
Investigating a mental health condition like social anxiety requires multi-stage 
recruitment, accumulation of data, development of expertise, and establishment of links 
with schools and specialist mental health services. Because social anxiety is often 
comorbid with other disorders such as anxiety disorders and depression, it can be rather 
difficult to study (APA, 2000; van Ameringen, Mancini, Styan, & Donison, 1991). Thus, 
research into this disorder should ideally be conducted in academic institutions with 
well-established, on-going programmes of research dedicated to this field.  
It was argued in this thesis that clinical interventions for adolescents need to 
include a psycho-education component for parents and other caregivers, to teach best 
parenting practices. It follows that interventions may need to extend to addressing 
parental mental health problems, in addition to those of adolescents, since there can be 
correlations between the mental health of parents and that of their children (Coren & 
Barlow, 2001).  
 232 
 
The findings of this thesis suggest several avenues for future research. Firstly, it 
is imperative to validate the scales translated into Arabic, by exploring the cross-cultural 
differences and similarities, before using them routinely in mental health services 
provision and research. This should be done at both item and total score levels. Another 
important study area would be to investigate whether the tendency to exaggerate among 
Saudi and/or Arab individuals might increase vulnerability to social anxiety within these 
communities, and to examine how common this tendency is in collectivistic societies, 
by comparing collectivist and individualist societies on this measure, as this thesis did 
to a small extent.  
11.5.3 Educational and Clinical Implications 
This thesis puts forward some important observations about social anxiety in 
Saudi adolescents. Educationists and other agents of socialisation should explain to 
students the precise impact of social anxiety on social interaction and quality of life, and 
they should work towards re-structuring the social system so as to lessen the social 
pressures and tensions that are imposed on adolescents. In order to be persuasive, 
teachers and other agents should ensure that knowledge about social anxiety is 
culturally sensitive, situated in the relevant context, and is not simply imported 
unaltered from the West. Furthermore, diagnosis and management of social anxiety 
should be tailored to the specific requirements of each individual, if they are to be 
effective. The current research was a step in this direction. 
11.6 Interventions and Treatments 
The clinical experts in this field should take necessary steps to lessen social 
phobia in an individual so that they can return to normal life. SP individuals must be put 
in a situation so that they can increase their quality of life (Olfson et al. 2000). Many 
studies show that certain treatments can lessen social phobia significantly (Antony et al., 
1998; Hannah Delong & Pollack, 2008; Kessler et al., 1998; Safren et al., 1996; 
Schneier et al., 1994; Simon et al., 2002; Wittchen & Beloch, 1996). Therefore, it is 
observed that treatment of the social anxiety disorder may not bring substantial changes 
in patients who can cause low levels of QoL (Eng et al., 2005).  
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As social phobia refers to different types of disorders, it affects social and 
emotional health to a greater degree than somatic health. Individuals suffering from 
social phobia tend not to go to the physicians as those with somatic health issues do. It 
follows that studies of different role functioning can enhance different clinical 
interventions.  
Studies on the effects of social phobia in countries other than Saudi Arabia have 
found that people suffering from social phobia have higher levels of perceived 
impairment and reduced quality of life than healthy people (Safren et al., 1997; 
Wittchen & Beloch, 1996). In the USA, Safren et al. (1997) examined 44 people who 
came for treatment at the Centre of Stress and Anxiety Disorders. It was found that 
participants considered themselves to have a low quality of life, severe phobia and 
functional impairment.  
Interventions recommend that socially phobic adolescents must become 
involved with different social roles and develop substantial relationship with others. 
This interrelationship enhances their different skills for handling social activities, 
consequently attaining personal competence (Ingersoll, 1989). Individuals must define 
their own identity and gain their sense of independence in order to overcome social 
phobia. Interrelationship with others in society and involvement with different social 
institutions accelerates their understanding of self and helps them to demark their own 
sense of independence (Dusek, 1991; Ingersoll, 1989). Socialisation is very important 
for socially phobic individuals because they tend not to have many friends in the 
localities to which they belong. So they become very self-centered and erode their own 
potentialities for becoming involved with different social institutions. As a consequence, 
this kind of adolescent experiences a higher level of social anxiety (SAS-A). However, 
this is not a universal paradigm; the opposite may also happen. A study by La Greca and 
Lopez (1998) shows that socially anxious girls usually have the opposite result.  
Kwan et al. (1997) emphasises the relationship between social connectivity and 
mental health. Chinese culture holds that ‘relational harmony’ is the precondition for 
sound mental health in a collectivist society. This observation is highlighted by the 
present study.  
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Literature cited in chapter two supports the view that authoritative parenting is 
not particularly harmful to the mental well-being of adolescents in Arab countries. 
However, if the parenting is connected with permissiveness, then it might be harmful. In 
Arab and Chinese societies, authoritative parenting is not considered to have completely 
negative results. The present study does not have enough data to validate this view fully.  
In terms of mental health, male adolescents are in a better position than their 
female counterparts but concerning social connectivity, female adolescents are superior. 
In Arab societies, female adolescents tend to be connected in a deeper way with their 
families and this is responsible for their higher levels of social anxiety (Dwairy, 2004a; 
Ibrahim, 1991) and neuroticism (Khalik & Eysenck, 1983). 
11.7 Limitations 
11.7.1 Methodological strengths and limitations  
Finally, to the best of this researcher’s knowledge, no studies have so far 
investigated the correlation between social anxiety and quality of life in Saudi 
adolescents. Apart from this, a major strength of this thesis was its clinical sample 
selected from the two main hospitals for mental health in Dammam, a city in Saudi 
Arabia. These hospitals provide outstanding services for most psychological conditions 
and specialise in adolescent mental health. The sample size was compatible with that of 
clinical samples in similar previous studies, as reviewed earlier in this thesis.  
Strength is that this study managed to recruit a clinical sample of adolescents 
with social anxiety, despite this disorder not being prevalent in the Saudi context. Data 
were collected adolescents with two types of anxiety disorders, in which psychiatric 
diagnoses were independently established using the DSM-IV. However it is a possible 
weakness that this study was conducted in Dammam; most of the participants came 
from villages around Dammam or the area of Al Badu, where not all citizens are literate. 
Thus, the results of this study can only be generalised to the general Saudi adolescent 
population with caution.  
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Most of the instruments were being used on Saudi or other Arab samples for the 
first time. Introducing a new instrument to this culture is a potential limitation of this 
study as no norms were available for these instruments. However, three previously 
validated measures in Arab society were employed as external criteria, in order to 
examine divergent or convergent validities. The findings confirm that the newly used 
scales were valid to be used in Saudi Arabia.  
One might claim that this study is based on self-reports of adolescents which 
may or may not correspond to the views of other individuals, such as parents. However, 
it is believed that the information of adolescents is more consistent than that of parents 
(La Greca, 1998). In fact, self-reports are recommended for studying social phobia 
among adolescents (e.g., Peleg-Popko et al., 2003; Weller, Florian & Mikulincer, 1995). 
However, the findings could be enhanced by including the reports of teachers and 
parents, as well as behavioural observations of students with social anxiety during 
classes or when they are busy with their own activities. Further study should attempt to 
integrate findings about social anxiety derived from self-reports, observational measures, 
and physiological scores.  
Obtaining information from structured interviews with adolescents with social 
anxiety can be difficult, due to interacting with non-acquaintances and their fear of 
being negatively evaluated. Thus, utilising self-report scales was a suitable optimal 
method for evaluating their social anxiety symptoms. However, it should be noted that 
utilising a structured or semi-structured interview technique might have gained richer or 
more detailed information.  
Another limitation is that self-report scales like SAS-A cannot be utilised for 
diagnosis; rather this scale is frequently utilised in scanning or/and screening large 
samples, supporting diagnostic decisions, and evaluating the effectiveness of treatments 
(Albano et al., 1995).  
A final limitation of this study is the fact that information about participants’ 
socio-economic level, including parents’ educational level and house ownership, was 
obtained by self-reports from the adolescents themselves; it is possible that collecting 
information from teachers or their families would lead to different or more accurate 
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information. Moreover, in relation to the literacy level of the participants, it might 
appear that poor schooling for women has affected their ability to complete the scales. 
11.7.2 Nature of the sample 
The limitation inherent in the choice of the sample has been mentioned above. 
The sample of this study was only Muslim adolescents in Saudi Arabia. Thus, the 
sample is not necessarily representative of the entire Saudi population, and the findings 
of this study may therefore not be generalisable to other types of people suffering from 
social anxiety disorder. Although it is difficult to conclude that the sample is truly 
representative of the target population, several indicators may help to evaluate the 
extent to which it did so. The two hospitals approached to participate in this study 
provide the main mental health services in the area; they receive most psychiatric 
referrals from general practitioners and state hospitals, as well as from other Saudi 
hospitals outside Dammam. Dammam, where these two hospitals are located, is the 
most important and the second largest city of Saudi Arabia, with residents originating 
from all parts of the country. Thus, the research sample included participants from 
different categories of Saudi society, such as from rural, urban and Bedouin groups, and 
from different socio-economic and educational strata. In addition, data was collected 
over a four-month period, which captured the clinical population using these services. It 
should be noted that this study is not based on the classes regarding age, sex or marital 
status. 
11.7.3 Comorbid conditions 
There were limitations in terms of working with individuals with social phobia. 
First, it was not possible to study social anxiety in those with bipolar disorder, psychotic 
disorders or drug dependence. It is also possible that comorbid disorders such as 
depression, panic disorder and generalized anxiety disorder influenced the findings of 
the current study, yet these were not controlled for in the present study. Finally, it was 
not possible to study the common parameters of mental disorders. It is not possible to 
assess students with social anxiety in the classroom because of the impossibility of 
controlling for variables such as fear and embarrassment in asking questions.  
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11.7.4 Academic achievement 
Another area that this study has not focused on is academic achievement in 
students with social anxiety. Individuals suffering from social anxiety tend to be poor in 
communicating with others in school or in the classroom. Feeling alienated, they tend 
not to enjoy the school or classroom context at all and wish to escape. This tends to 
have negative implications for their academic attainment. Future study should consider 
any patterns in academic performance in students with anxiety disorders.  
11.7.5 Translation 
The method of translation used in this study might also constitute a weakness. 
Sousa and Rojjanasrirat (2011) argue that there is no clear agreement among researchers 
on how translation methods should be utilised or combined; there can be great 
differences in translator qualifications, and a lack of detailed information about 
translation, back-translation, validation and pre-testing of instruments. They therefore 
suggest that the procedure should consist of a comprehensive process that contains not 
only translation of a scale, but also thorough evaluation of its adaptation and cross-
cultural validation. Translation, adaptation and validation of a scale for cross-cultural 
research require careful adoption of trusted methodological approaches in order to 
derive a reliable and valid scale of the concept being studied, which may be time-
consuming (Sousa & Rojjanasrirat, 2011). 
11.8 Future Directions 
Following La Greca and Lopez (1998), this study is based on psychometric and 
normative data for the Social Anxiety Scale for Adolescents (SAS-A). Thus, it is 
difficult to generalise the findings to other age groups, races or ethnicities. Future study 
should include more diverse and heterogeneous samples, including from both urban and 
rural areas, so that the findings can generalise to a broader spectrum of people. The 
most remarkable finding of this study is that it is predominantly students in junior 
schools who suffer from social anxiety, as opposed to those in high school. It also found 
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that boys suffer more from social anxiety than do girls. It would be useful to explore 
these findings further in clinical studies to determine how widespread they are.  
Psychometric assessment using the SAS-A can be a useful for finding out about 
social anxiety among adolescents (e.g., Ginsburg et al., 1998; La Greca & Lopez, 1998). 
However, one objective of this study was to show some of the limitations of the SAS-A. 
For more comprehensive and inclusive findings about social anxiety, this scale should 
be complemented by different methodologies such as the clinical interview, the 
diagnostic interview and behavioural observations, as well as collecting data from more 
diversified geographical locations and samples, as mentioned above. This allows 
generalisation of the findings and observations. 
In order to identify aetiological factors, it would be useful to track high-risk 
individuals over a long period of time, using a longitudinal research design; it is highly 
recommended for future studies to approach social anxiety in relation to other relevant 
factors longitudinally. Because longitudinal study enables investigation of dynamic and 
complex relationships, knowledge of the disorder and aetiological factors could hereby 
be significantly enhanced. This thesis suggested that such longitudinal investigation of 
the development of social anxiety should address the relationship between cognitive 
variables, quality of life variables, and social anxiety, as well as related factors such as 
family states, other mental health conditions related to social anxiety, social skills 
deficits and social interaction. Various methods should be used within a longitudinal 
design, such as questionnaires and direct observation of child-rearing practices, to 
provide a variety of perspectives on social anxiety, and other symptoms and/or risk 
factors.  
Considering additional types of social anxiety to those assessed in the current 
thesis would be useful for enhancing the quality of the research and informing clinical 
interventions. It would also be meaningful for future research to explore which social 
anxiety types are most prevalent in Saudi culture.  
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11.9 Final Conclusions 
The high school students of Saudi Arabia reported high social anxiety scores. 
Several reasons were put forward. First, it was argued that the restrained social and 
cultural paradigms of the country are responsible for their higher scores for social 
phobia. The conflict between social expectations and reality is also responsible for this. 
In addition, some students take drugs which could exacerbate their vulnerability to 
social phobia.  
It was found that those Saudi students with social phobia are more vulnerable to 
different functional disabilities than those without such mental disorders. There is a 
common tendency among students with social anxiety to dislike school. They often 
leave school early, without any substantial educational achievements (Kessler et al., 
1998; Stein & Kean, 2000) which ultimately has a profound impact on their later life. It 
is therefore imperative that socially anxious students be provided with appropriate 
treatment and consultations so that they can improve their quality of life through 
integrating better with social institutions. If untreated, the impairment caused by social 
phobia could lead to poor academic and professional outcomes, as well as poor 
psychosocial outcomes.  
The relationship between adolescents’ experience of social anxiety and quality 
of life was investigated in this thesis, in terms of demographic factors such as age, sex, 
parent’s education level and socio-economic status, and mediated by other variables 
such as cognitive factors, social interaction and culture. The quality of life was found to 
be negatively correlated with the age of adolescents with SP. This study also confirmed 
previous findings that exposure to social anxiety is a significant predictor of anxiety 
disorder and that this association is mediated by parenting factors. Adolescents’ age was 
found to play an important role in all types of psychopathology, including anxiety and 
general mental health conditions.  
This study presented a guide for the process of adapting the Arabic versions of 
the social anxiety scales and seven others scales for use in a different settings. It was 
acknowledged that these need psychometric testing and normative data collection 
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before using them in research. A significant result of this study is that the translated 
Arabic versions of the research instruments show internal consistency. There is now a 
robust ground for the Arabic version of the social anxiety scale to be used as additional 
measurement for capturing and understanding social anxiety symptoms of Arabic-
speaking contexts. This study provides a basis for using those instruments to inform 
Arabic applications of clinical screening activity, and general psychological research of 
different treatment styles within Arabic-speaking environments. A further avenue for 
research is to apply the Arabic version of the SAS-A and other scales to inform the 
development of adaptive and supportive diagnosis and clinical treatment systems. 
There are clearly further avenues of research for applying the Arabic version of 
the social anxiety instruments, as well as other related instruments, to other Arabic-
speaking contexts. The next phase of this research is to compare the Arabic responses to 
the social anxiety instruments, especially the SAS-A, to those from other cultures. There 
are interesting areas to investigate, such as how homogeneous social anxiety symptoms 
are in different groups of people around the world. The results from the Arabic 
participants in this study indicate some preference for particular styles of diagnosing 
social anxiety. It would be interesting to determine whether or how learning style 
preferences differ between cultures, such as between Saudi and British adolescents, for 
example.  
As social anxiety may share universal constructs across different cultures, it 
would be useful to investigate similarities and differences in diagnostic criteria across 
different Arab cultures, in order to revise or update the fundamental classification 
systems, the ICD and DSM. The more understanding there is of the mechanisms 
implicated in the development and maintenance of symptoms of social anxiety, the 
more informed interventions can be for children and young people who are at risk of 
developing social anxiety and their families, or those who have already developed 
impaired mental health. 
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APPENDICES 
Appendix 1: English version of the scales  
1. SAS-A (Adolescents) 
This is not a test; there are no right or wrong answers. Please answer each item as honestly as you can. Use these numbers to show HOW MUCH YOU FEEL something is true for you: 1 = Not at all       2 = Hardly ever         3 = Sometimes         4 = Most of the time      5 = All the time Now let’s try these sentences first. How much does each describe how you feel? I like summer vacation.........                                                  1  2  3  4  5 I like to eat spinach.........                                                        1  2  3  4  5  1. I worry about doing something new in front of others................................................................... 1   2   3   4   5 2. I like to do things with my friends............................................................................................................ 1   2   3   4   5 3. I worry about being teased.......................................................................................................................... 1   2   3   4   5 4. I feel shy around people I don’t know..................................................................................................... 1   2   3   4   5 5. I only talk to people I know really well................................................................................................... 1   2   3   4   5  6. I feel that peers talk about me behind my back.................................................................................. 1   2   3   4   5 7. I like to read........................................................................................................................................................ 1   2   3   4   5 8. I worry about what others think of me................................................................................................... 1   2   3   4   5 
 291 
 
9. I’m afraid that others will not like me..................................................................................................... 1   2   3   4   5 10. I get nervous when I talk to peers I don’t know very well............................................................. 1   2   3   4   5 11. I like to play sports.......................................................................................................................................... 1   2   3   4   5 12. I worry about what others say about me.............................................................................................. 1   2   3   4   5 13. I get nervous when I meet new people.................................................................................................. 1   2   3   4   5 14. I worry that others don’t like me............................................................................................................. 1   2   3   4   5 15. I am quiet when I’m with a group of people....................................................................................... 1   2   3   4   5 16. I like to do things by myself....................................................................................................................... 1   2   3   4   5 17. I feel that others make fun of me............................................................................................................. 1   2   3   4   5 18. If I get into an argument, I worry that the other person will not like me………………........ 1   2   3   4   5 19. I’m afraid to invite others to do things with me because they might say no ………………. 1   2   3   4   5 20. I feel nervous when I’m around certain people................................................................................. 1   2   3   4   5 21. I feel shy even with peers I know very well........................................................................................ 1   2   3   4   5 22. It is hard for me to ask others to do things with me....................................................................... 1   2   3   4   5    
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2. Quality of Life 
Please answer all questions in this questionnaire. There are no right or wrong answers. If you have difficulty answering any of these questions, please ask the person who has given you the questionnaire. We would like to thank you for your cooperation in completing this study, which concerns your quality of life. Before beginning to answer all items of the questionnaire, we would first like you to answer general questions about yourself by putting mark ( √ ) in the appropriate box or filling in the empty space: 
 
- Age …………….  - School …………….  
- Gender 1. Male 2. Female  
The following questions ask how you feel about your quality of life, health, or other areas of your life. I will read out each question to you, along with the response options. Please choose the answer that appears most appropriate. If you are unsure about which response to give to a question, the first response you think of is often the best one.  
 
 Very poor Poor  Neither poor nor good  Good  Very good  1. How would you rate your quality of life? 1  2  3  4  5  
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The following questions ask about how much you have experienced certain things in the last two weeks:  
 Not at all  A little  A moderate amount  Very much  An extreme amount  3. To what extent do you feel that physical pain prevents you from doing what you need to do?  
1  2  3  4  5  
4. How much do you need any medical treatment to function in your daily life?  1  2  3  4  5  5. How much do you enjoy life?  1  2  3  4  5  6. To what extent do you feel your life to be meaningful?  1  2  3  4  5  
 Very dissatisfied  Dissatisfied  Neither satisfied nor dissatisfied  Satisfied  Very satisfied  2. How satisfied are you with      your health?  1  2  3  4  5  
 Not at all  A little  A moderate amount  Very much  Extremely  7. How well are you able to concentrate?  1  2  3  4  5  8. How safe do you feel in your daily life?  1  2  3  4  5  9. How healthy is your physical environment?  1  2  3  4  5  
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 Not at all  A little  Moderately  Mostly  Completely  
10. Do you have enough energy for everyday life?  1  2  3  4  5  11. Are you able to accept your bodily appearance?  1  2  3  4  5  12. Have you enough money to meet your needs?  1  2  3  4  5  13. How available to you is the information that you need in your day-to-day life?  1  2  3  4  5  14. To what extent do you have the opportunity for leisure activities?  1  2  3  4  5   
The following questions ask about how you have felt satisfied about various areas of your life during the last two weeks: 
Very poor  Poor  Neither poor nor good  Good  Very good  
15. How well are you able to get around?  1  2  3  4  5   
 Very dissatisfied  Dissatisfied  Neither satisfied nor dissatisfied  Satisfied  Very satisfied  16. How satisfied are you with your sleep?  1  2  3  4  5  
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17. How satisfied are you with your ability to perform your daily living activities?  1  2  3  4  5  18. How satisfied are you with your capacity for work?  1  2  3  4  5  19. How satisfied are you with yourself?  1  2  3  4  5  20. How satisfied are you with your personal relationships?  1  2  3  4  5  21. How satisfied are you with your sexual feeling?  1  2  3  4  5  22. How satisfied are you with the support you get from your friends?  1  2  3  4  5  23. How satisfied are you with the conditions of your living place?  1  2  3  4  5  24. How satisfied are you with your access to health services?  1  2  3  4  5  25. How satisfied are you with your transport?  1  2  3  4  5  The following question refers to how often you have felt or experienced certain things in the last two weeks: 
 Never Seldom Quite often Very often Always 
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26. How often do you have negative feelings such as blue mood, despair, anxiety, depression? 1  2  3  4  5  
 
3. Brief Fear of Negative Evaluation Scale 
Read each of the following statements carefully and indicate how characteristic it is of you according to the following scale:                                      1 = Not at all characteristic of me                                     2 = slightly characteristic of me 
                                    3 = moderately characteristic of me                                     4 = Very characteristic of me                                     5 = extremely characteristic of me _____  1.  I worry about what other people will think of me even when I know it doesn’t make any difference. _____  2.  I am unconcerned even if I know people are forming an unfavorable impression of me. _____  3.  I am frequently afraid of other people noticing my shortcomings. _____  4.  I rarely worry about what kind of impression I am making on someone. _____  5.  I am afraid others will not approve of me. _____  6.  I am afraid that people will find fault with me. _____  7.  Other people’s opinions of me do not bother me. _____  8.  When I am talking to someone, I worry about what they may be thinking about me. _____  9.  I am usually worried about what kind of impression I make. 
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_____ 10. If I know someone is judging me, it has little effect on me. _____ 11. Sometimes I think I am too concerned with what other people think of me. _____ 12. I often worry that I will say or do the wrong things. 
4. Social Interaction Anxiety Scale (SIAS) 
Instructions: For each item, please circle the number to indicate the degree to which you feel the statement is characteristic or true for you. The rating scale is as follows: 0 = Not at all characteristic or true of me. 1 = slightly characteristic or true of me. 2 = moderately characteristic or true of me. 3 = Very characteristic or true of me. 4 = Extremely characteristic or true of me.TERISTIC AT ALL MODERATELY VERY EXTREMELY 1. I get nervous if I have to speak with someone in authority (teacher, boss, etc.)..... 0 1 2 3 4 2. I have difficulty making eye contact with others....................................................................0 1 2 3 4 3. I become tense if I have to talk about myself or my feelings. ...........................................0 1 2 3 4 4. I find it difficult to mix comfortably with the people I work with.................................. 0 1 2 3 4 5. I find it easy to make friends my own age................................................................................ 0 1 2 3 4 6. I tense up if I meet an acquaintance in the street.................................................................. 0 1 2 3 4 7. When mixing socially, I am uncomfortable.............................................................................. 0 1 2 3 4 8. I feel tense if I am alone with just one other person............................................................ 0 1 2 3 4 9. I am at ease meeting people at parties, etc.............................................................................. 0 1 2 3 4 
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10. I have difficulty talking with other people............................................................................. 0 1 2 3 4 11. I find it easy to think of things to talk about.......................................................................... 0 1 2 3 4 12. I worry about expressing myself in case I appear awkward.......................................... 0 1 2 3 4 13. I find it difficult to disagree with another’s point of view............................................... 0 1 2 3 4 14. I have difficulty talking to attractive persons of the opposite sex............................... 0 1 2 3 4 15. I find myself worrying that I won’t know what to say in social situations.............. 0 1 2 3 4 16. I am nervous mixing with people I don’t know well.......................................................... 0 1 2 3 4 17. I feel I’ll say something embarrassing when talking......................................................... 0 1 2 3 4 18. When mixing in a group, I find myself worrying I will be ignored.............................. 0 1 2 3 4 19. I am tense mixing in a group........................................................................................................ 0 1 2 3 4 20. I am unsure whether to greet someone I know only slightly........................................ 0 1 2 3 4      
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5. Social Phobia Inventory (SPIN) 
Please read each statement and select a number 0,1,2,3 or 4 which indicates how much the statement applied to you over the past week. There are no right or wrong answers. Do not spent too much time on any one statement. This assessment is not intended to be a diagnosis. If you are concerned about your results in any way, please speak with a qualified health professional. 
0 = Not at all                    1 = A little bit            2 = Somewhat                 3 = Very much               4 = Extremely      
 
 
 
 
 
No Items 1 2 3 4 5 
1 I am afraid of people in authority      
2 I am bothered by blushing in front of people       
3 Parties and social event scare me      
4 I avoid talking to people I don’t know      
5 Being criticized scares me o lot      
6 I avoid doing things or speaking to people for fear of embarrassment      
7 Sweating in front of people causes me distress      
8 I avoid going to parties      
9 I avoid activities in which I am the centre of attention      
10 Talking to strangers scares me      
11 I avoid having to give speeches.      
12 I would do anything to avoid being criticized      
13 Heart palpitations bother me when I am around people      
14 I am afraid of doing things when people might be watching      
15 Being embarrassed or looking stupid are among my worst fears      
16 I avoid speaking to anyone in authority      
17 Trembling or shaking in front of others is distressing to me      
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6. Self-Referent Adjective Questionnaire (SRAQ) PI & PR Scoring 
Key 
   Directions:  Please indicate how closely each of the below words describe you by putting a rating in the box beside each word, using the following scale: 
0 = not at all 
2 = a moderate amount 
4 = very much              2. Generous    24. Supporting   3. Understanding    25. Warm   4. Self-determined    26. Aiding   5. Intelligent    27. Non-Conforming  6. Attached    28. Loyal   7. Leading    29. Sympathetic   8. Hospitable    30. Competent   9. Striving    31. Affectionate   10. Gracious    32. Ingenious   11. Powerful    33. Self-Disciplined   12. Productive   34. Friendly  13. Self-controlled   35. Self-Reliant   14. Attaining   36. Chummy   15. Intimate    37. Companionable   16. Autonomous    38. Determined   17. Unselfish    39. Helpful   18. Appreciative    40. Independent   19. Comforting    41. Excelling   20. Masterful    42. Orderly   21. Kind    43. Purposeful   22. Achieving    44. Tender    
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Appendix 2: Comparing between original and back-
translated scales 
Social Phobia Inventory (SPIN) 
No Original item Back-translated item Reviewer ‘s 
comments (1) 
Reviewer’s Comments (2) 
1 I am afraid of people 
in authority 
I feel fear towards people 
in authority situations. 
Probably ok Perhaps using the word 
‘situations’ implies personal 
dominance rather than actual 
official position.  Could position 
rather than situation be implied? 
2 I am bothered by 
blushing in front of 
people 
I got upset in front of 
people when I’m shy. 
Sort of ok Difficult this one, because we 
are looking at discomfort caused 
by physiological changes being 
observed. Change ‘got’ to’ get’ 
9 I avoid activities in 
which I am the centre 
of attention  
I avoid activities which put 
me in advertency situation 
Not sure of the word 
advertency 
Advertency situation, yes it 
make sense, but I have not seen 
this word used before in this 
context 
12 I would do anything 
to avoid being 
criticized 
I can do anything to avoid 
criticism 
Not quite correct   
13 Heart palpitations 
bother me when I am 
around people 
My heart fast beatings 
make me feel upset  in 
front of people 
Not quite correct  
16 I avoid speaking to 
anyone in authority 
I avoid to speak to any one 
in an authority situation 
 Perhaps  using Not quit correct 
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Brief Fear of Negative Evaluation Scale 
No Original item Back-translated item Reviewer ‘s 
comments (1) 
Reviewer’s Comments (2) 
1 I worry about what 
other people will 
think of me even 
when I know it 
doesn’t make any 
difference. 
I am worried about what 
the others think of me 
even if it doesn’t make any 
different to me. 
 Can different be translated to be 
nearer to difference? 
2 I am unconcerned 
even if I know people 
are forming an 
unfavourable 
impression  of me 
I don’t care even if I know 
that people will make a 
bad impression about me. 
 May have lost the meaning of 
the person themselves forming a 
bad impression on others,  it 
comes across more as others 
independently forming a 
negative opinion of the person. 
4 I rarely worry about 
what kind of 
impression I am 
making on someone. 
I don’t care with the 
impression that I left on 
the others 
Not negative  Has confuses really and rarely, 
reversing the meaning entirely. 
5 I am afraid others will 
not approve of me. 
I am afraid of the others 
who are not agree with me 
Not agree. Approve is 
much better 
Not sure is ‘agree’ is equivalent 
to ‘approve’. 
11 Sometimes I think I 
am too concerned 
with what other 
people think of me. 
Sometimes I think I am 
interested in what the 
others think of me 
Too is Missing  Is it possible to communicate 
that the person is concerned they 
might be too worried, rather 
than simply worried, in a way 
that they might feel it  is 
‘normal’ to be. 
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Social Interaction Anxiety Scale (SIAS) 
No Original item Back-translated item Reviewer ‘s 
comments (1) 
Reviewer’s Comments (2) 
1 I get nervous if I have 
to speak with 
someone in authority 
(teacher, boss, etc.). 
I got nervous when I speak 
to some authorized person 
(a teacher, manager…… 
etc). 
Got has become got- 
need to keep the tense 
similar- Otherwise Ok 
Get \got 
 
2 I have difficulty 
making eye contact 
with others. 
I find difficulties to 
communicate with eyes 
with others. 
Not a good translation.  
7 When mixing 
socially, I am 
uncomfortable. 
I feel uncomfortable in 
social companion. 
 Unclear to the reader in back 
translation 
12 I worry about 
expressing myself in 
case I appear 
awkward. 
I got worried when I am 
untactful. 
Not quite right  
13 I find it difficult to 
disagree with 
another’s point of 
view. 
It is difficult for me to 
disagree with another’s 
opinion. 
Swapped around- 
probably Ok 
has been switch round. 
 
14 I have difficulty 
talking to attractive 
persons of the 
opposite sex. 
I find difficulties when I 
speak with attractive 
people 
Swapped around- 
probably Ok 
has been switch round. No 
indication that attractive people 
are of the opposite sex 
15 I find myself 
worrying that I won’t 
know what to say in 
social situations. 
I find myself worried 
when I think I can’t find 
what to say in social 
occasions. 
Probably Ok –Though 
tense is slightly out. 
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17 I feel I’ll say 
something 
embarrassing when 
talking. 
I feel that I will say 
something critical when I 
speak. 
Critical is not quite 
embarrassing. 
‘Critical’ is not the equivalent of 
‘embarrassing’ 
SAS-A (Adolescents)  
No Original item Back-translated item Reviewer ‘s comments 
(1) 
Reviewer’s Comments (2) 
5 I only talk to people I 
know really well 
I don’t  speak to people 
that I don’t know 
Swapped around  
10 I get nervous when I 
talk to peers I don’t 
know very well 
I will be nervous when I 
speak to colleagues whom 
I don’t  know well 
Friends or peers id better  
11 I like to play sports I like practicing sport  practicing sport, does playing 
sport communicate 
competition? 
15 I am quiet when I’m 
with a group of 
people 
I will be calm being with a 
group of people 
 ‘Calm’ suggests comfort 
rather than anxiety, can the 
work  ‘quiet’  be retranslated  
so it can be  more aligned with 
social reticence/shyness? 
18 If I get into an 
argument, I worry 
that the other person 
will not like me 
  If I inter in any argue , I 
will be worried that the 
other person will not love 
me 
 The first phrase may need 
revisiting it doesn’t make 
sense, although the second 
phrase is perfect. 
21 I feel shy even with 
peers I know very 
well 
I feel shy even with 
colleagues I know well 
Peers is or friends is 
better 
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 selacs eht fo noisrev cibarA :3 xidneppA
  ﺍﻻﺳﺗﺑﻳﺎﻥ
 
 ﺃﻭ ﻭﺍﺻﻔﺔ ﺍﻟﺟﻣﻠﺔ ﺑﺄﻥ ﻋﻧﺩﻫﺎ ﺗﺷﻌﺭ ﺍﻟﺗﻲ ﺍﻟﺩﺭﺟﺔ ﺇﻟﻰ ﺍﻹﺷﺎﺭﺓ ﺃﺟﻝ ﻣﻥ ﺍﻟﺭﻗﻡ ﺣﻭﻝ ﺩﺍﺋﺭﺓ ﻭﺿﻊ ﻳﺭﺟﻰ ﺑﻧﺩ، ﻟﻛﻝ ﺗﻌﻠﻳﻣﺎﺕ:
  ﻳﻠﻲ: ﻛﻣﺎ ﺍﻟﺩﺭﺟﺎﺕ ﻣﻘﻳﺎﺱ ﻟﻙ. ﺑﺎﻟﻧﺳﺑﺔ ﺻﺣﻳﺣﺔ
 ﻋﻧﻲ. ﺣﻘﻳﻘﺔ ﺃﻭ ﺍﻹﻁﻼﻕ ﻋﻠﻰ ﻣﻣﻳﺯﺓ ﺻﻔﺔ ﻟﻳﺳﺕ = 0    
 ﻋﻧﻲ ﺣﻘﻳﻘﺔ ﺃﻭ ﻗﻠﻳﻼ ﻣﻣﻳﺯﺓ ﺻﻔﺔ =1    
 ﻋﻧﻲ. ﺣﻘﻳﻘﺔ ﺃﻭ ﻣﺎ ﺣﺩ ﺇﻟﻰ ﻣﻣﻳﺯﺓ ﺻﻔﺔ = 2    
 ﻋﻧﻲ ﺣﻘﻳﻘﺔ ﺃﻭ ﻟﻠﻐﺎﻳﺔ ﻣﻣﻳﺯﺓ ﺻﻔﺔ = 3    
 ﻋﻧﻲ. ﺣﻘﻳﻘﺔ ﺃﻭ ﺣﺩ ﻷﻗﺻﻰ ﻣﻣﻳﺯﺓ ﺻﻔﺔ = 4    
 ﺃﻗﺻﻰ ﺇﻟﻰ ﻟﻠﻐﺎﻳﺔ ﻣﺎ ﺣﺩ ﺇﻟﻰ ﻗﻠﻳﻼ ﺍﻹﻁﻼﻕ ﻋﻠﻰ ﻣﻣﻳﺯﺓ ﺻﻔﺔ
 ﺣﺩ
 ﺷﺣﺹ ﻣﻊ ﺍﺗﺣﺩﺙ ﺍﻥ ﻳﺟﺏ ﻋﻧﺩﻣﺎ ﺑﺎﻟﻘﻠﻕ ﺃﺷﻌﺭ -1
 ..ﺍﻟﺦ ﻣﺩﻳﺭ , ﻣﻌﻠﻡ : ﻣﺛﻝ ﺳﻠﻁﺔ ﺫﻭ
 4 3 2 1 0
 ﻣﻊ ﺑﺎﻟﺗﻅﺭ ﺍﻟﺗﻭﺍﺻﻝ ﻓﻲ ﺻﻌﻭﺑﺔ ﺃﺟﺩ -2
 ﺍﻻﺧﺭﻳﻥ
 4 3 2 1 0
 ﺍﺗﺣﺩﺙ ﺃﻥ ﻋﻠﻲ ﻳﺟﺏ ﻋﻧﺩﻣﺎ ﻗﻠﻘﺎ ﺃﺻﺑﺢ -3
  ﻣﺷﺎﻋﺭﻱ ﻋﻥ ﺃﻭ ﻧﻔﺳﻲ ﻋﻥ
 4 3 2 1 0
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 ﻣﺭﻳﺢ ﺑﺷﻛﻝ ﺍﻻﺧﺗﻼﻁ ﻓﻲ ﺻﻌﻭﺑﺔ ﺍﺟﺩ -4
  ﻣﻌﻬﻡ ﺃﻋﻣﻝ ﺍﻟﺫﻳﻥ ﺍﻟﻧﺎﺱ ﻣﻊ
 4 3 2 1 0
 ﻣﻊ ﺻﺩﺍﻗﺎﺕ ﺗﻛﻭﻳﻥ ﻋﻧﺩﻱ ﺍﻟﺳﻬﻝ ﻣﻥ -5
  ﻋﻣﺭﻱ ﻧﻔﺱ ﻣﻥ ﺍﺷﺧﺎﺹ
 4 3 2 1 0
 ﺑﺷﺧﺹ ﺍﻟﺗﻘﻲ ﻋﻧﺩﻣﺎ ﺑﺗﻭﺗﺭ ﺃﺷﻌﺭ -6
  ﺍﻟﺷﺎﺭﻉ ﻓﻲ ﻣﻌﺭﻭﻑ
 4 3 2 1 0
 ﺍﺟﻧﻣﺎﻋﻳﺔ ﻣﻧﺎﺳﺑﺎﺕ ﻫﻧﺎﻙ ﻳﻛﻭﻥ ﻋﻧﺩﻣﺎ -7
  ﺍﻻﺭﺗﻳﺎﺡ ﺑﻌﺩﻡ ﺃﺷﻌﺭ ﻓﺈﻧﻧﻲ ﻣﻌﻳﻧﻪ,
 4 3 2 1 0
 ﻣﻊ ﻭﺣﺩﻱ ﺍﻛﻭﻥ ﻋﻧﺩﻣﺎ ﺑﺎﻟﻘﻠﻕ ﺃﺷﻌﺭ -8
  ﻓﻘﻁ ﺃﺧﺭ ﺷﺧﺹ
 4 3 2 1 0
 ﻓﻲ ﺍﻟﻧﺎﺱ ﻟﻣﻘﺎﺑﻠﺔ ﺑﺎﻻﺭﺗﻳﺎﺡ ﺃﺷﻌﺭ -9
  ﺍﻻﺟﺗﻣﺎﻋﻳﺔ ﺍﻟﻣﻧﺎﺳﺑﺎﺕ
 4 3 2 1 0
 ﺍﻟﻰ ﺍﻟﺗﺣﺩﺙ ﻓﻲ ﺻﻌﻭﺑﺔ ﺃﺟﺩ -01
  ﺍﻻﺧﺭﻳﻥ ﺍﻻﺷﺧﺎﺹ
 4 3 2 1 0
 ﺃﺷﻳﺎء ﻓﻲ ﺃﻓﻛﺭ ﺃﻥ ﺍﻟﺳﻬﻭﻟﺔ ﻣﻥ -11
  ﻋﻧﻬﺎ ﻟﻠﺗﺣﺩﺙ
 4 3 2 1 0
 ﻧﻔﺳﻲ ﻋﻥ ﺍﻟﺗﻌﺑﻳﺭ ﻓﻲ ﺑﺎﻟﻘﻠﻕ ﺃﺷﻌﺭ -21
  ﻣﺣﺭﺝ ﺑﺷﻛﻝ ﻅﻬﻭﺭﻱ ﻋﻧﺩ
 4 3 2 1 0
 ﻣﻊ ﺍﻟﻣﻭﺍﻓﻘﺔ ﻋﺩﻡ ﻋﻧﺩﻱ ﺍﻟﺻﻌﺏ ﻣﻥ -31
  ﺍﻻﺧﺭﻳﻥ ﺃﺭﺍء
 4 3 2 1 0
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 ﺷﺧﺹ ﺍﻟﻰ ﺍﻟﺗﺣﺩﺙ ﻓﻲ ﺻﻌﻭﺑﺔ ﺍﺟﺩ -41
  ﺍﻻﺧﺭ ﺍﻟﺟﻧﺱ ﻣﻥ ﺟﺫﺍﺏ
 4 3 2 1 0
 ﻣﺎﺫﺍ ﺍﻋﻠﻡ ﻻ ﻋﻧﺩﻣﺎ ﻗﻠﻘﺎ ﻧﻔﺳﻲ ﺃﺟﺩ -51
  ﺍﻻﺟﺗﻣﺎﻋﻳﺔ ﺍﻟﻣﻭﺍﻗﻑ ﻓﻲ ﺃﻗﻭﻝ
 4 3 2 1 0
 ﻣﻊ ﺍﻻﺧﺗﻼﻁ ﻓﻲ ﺑﺎﻟﺗﻭﺗﺭ ﺃﺷﻌﺭ -61
  ﺟﻳﺩﺍ ﺃﻋﺭﻓﻬﻡ ﻻ ﺍﺷﺧﺎﺹ
 4 3 2 1 0
 ﻣﺣﺭﺟﺎ ﻣﺎ ﺷﻲء ﺳﺄﻗﻭﻝ ﺑﺄﻧﻧﻲ ﺃﺷﻌﺭ -71
  ﺃﺗﺣﺩﺙ ﻋﻧﺩﻣﺎ
 4 3 2 1 0
 ﻧﻔﺳﻲ ﺃﺟﺩ ﻣﺟﻣﻭﻋﺔ, ﻣﻊ ﺍﺧﺗﻠﻁ ﻋﻧﺩﻣﺎ -81
  ﻟﻲ ﺗﺟﺎﻫﻠﻬﻡ ﻣﻥ ﻗﻠﻘﺎ
 4 3 2 1 0
 4 3 2 1 0  ﻣﺎ ﻣﺟﻣﻭﻋﺔ ﻣﻊ ﺍﺧﺗﻠﻁ ﻋﻧﺩﻣﺎ ﺃﺗﻭﺗﺭ -91
 
 ﺃﻗﻭﻡ ﺳﻭﻑ ﺃﻧﻧﻲ ﻣﻥ ﻣﺗﺄﻛﺩﺍ ﻟﺳﺕ -02
 ﻣﻌﺭﻓﺗﻲ ﻛﺎﻧﺕ ﺇﺫﺍ , ﻣﺎ ﺷﺧﺹ ﻋﻠﻰ ﺑﺎﻟﺳﻼﻡ
  ﺳﻁﺣﻳﺔ ﻣﻌﺭﻓﻪ ﺑﻪ
 4 3 2 1 0
 
 
 
 
 
  803
 
  3 ﺭﻗﻢ ﺍﻻﺳﺘﺒﻴﺎﻥ
 ﺍﻧﻄﺒﺎﻕ ﻣﺪﻯ ﺇﻟﻰ ﻳﺸﻴﺮ ﻭﺍﻟﺬﻱ 4 ﺃﻭ 3 ،2 ،1 ،0 ﺍﻷﺭﻗﺎﻡ ﻣﻦ ﺭﻗﻢ ﻭﺍﺧﺘﻴﺎﺭ ﺍﻟﻌﺒﺎﺭﺍﺕ ﺟﻤﻴﻊ ﻗﺮﺍءﺓ ﻳﺮﺟﻰ
  ﺧﺎﻁﺌﺔ. ﺃﻭ ﺻﺤﻴﺤﺔ ﺇﺟﺎﺑﺎﺕ ﻫﻨﺎﻙ ﻟﻴﺲ ﺍﻟﻤﺎﺿﻲ. ﺍﻷﺳﺒﻮﻉ ﻓﺘﺮﺓ ﺧﻼﻝ ﻋﻠﻴﻚ ﺍﻟﺠﻤﻠﺔ
 4 = ﺣﺪ ﺃﻗﺼﻰ ﺇﻟﻰ     3 = ﻟﻠﻐﺎﻳﺔ         2 = ﻣﺎ ﺣﺪ ﺇﻟﻰ 1 = ﻗﻠﻴﻼ 0 = ﺍﻹﻁﻼﻕ ﻋﻠﻰ
     ﺳﻠﻁﺔ ﻣﻭﻗﻊ ﻳﻣﺛﻠﻭﻥ ﺍﻟﺫﻳﻥ ﺍﻷﺷﺧﺎﺹ ﻣﻥ ﺃﺧﺎﻑ
   ﺍﻟﻧﺎﺱ ﺃﻣﺎﻡ ﺍﻻﺣﺭﺍﺝ ﻣﻥ ﺧﺟﻼ ﺃﺣٌﻣﺭ ﻋﻧﺩﻣﺎ ﺃﻧﺯﻋﺞ
   ﺍﻻﺟﺗﻣﺎﻋﻳﺔ ﻭﺍﻷﺣﺩﺍﺙ ﺍﻟﻣﻧﺎﺳﺑﺎﺕ ﻓﻲ ﺑﺎﻟﻘﻠﻕ ﺃﺷﻌﺭ
   ﺃﻋﺭﻓﻬﻡ ﻻ ﺍﻟﺫﻳﻥ ﺍﻷﺷﺧﺎﺹ ﻣﻊ ﺍﻟﺗﺣﺩﺙ ﺃﺗﺟﻧﺏ
   ﻟﻼﻧﺗﻘﺎﺩ ﺃﺗﻌﺭﺽ ﻋﻧﺩﻣﺎ ﻛﺛﻳﺭﺍ ﺑﺎﻟﻘﻠﻕ ﺃﺷﻌﺭ
   ﺍﻹﺣﺭﺍﺝ ﻣﻥ ﺧﻭﻓﺎ ﺍﻵﺧﺭﻳﻥ ﺇﻟﻰ ﺍﻟﺗﺣﺩﺙ ﺃﻭ ﺑﺎﻷﺷﻳﺎء ﺍﻟﻘﻳﺎﻡ ﺃﺗﺟﻧﺏ
   ﺍﻵﺧﺭﻳﻥ ﺃﻣﺎﻡ ﻋﺭﻗﺎ ﺃﺗﺻﺑﺏ ﻋﻧﺩﻣﺎ ﺃﻗﻠﻕ
   ﺍﻻﺟﺗﻣﺎﻋﻳﺔ ﺍﻟﻣﻧﺎﺳﺑﺎﺕ ﺇﻟﻰ ﺍﻟﺫﻫﺎﺏ ﺃﺗﺟﻧﺏ
   ﻟﻼﻧﺗﺑﺎﻩ ﻣﺣﻁ ﻓﻳﻬﺎ ﺃﻛﻭﻥ ﺍﻟﺗﻲ ﺍﻷﻧﺷﻁﺔ ﺃﺗﺟﻧﺏ
   ﺍﻟﻐﺭﺑﺎء ﻣﻊ ﺃﺗﺣﺩﺙ ﺃﻥ ﻳﺧﻳﻔﻧﻲ
   ﺍﻟﻧﺎﺱ ﺃﻣﺎﻡ ﻛﻠﻣﺔ ﺇﻟﻘﺎء ﺃﺗﺟﻧﺏ
   ﺍﻻﻧﺗﻘﺎﺩ ﻟﺗﺟﻧﺏ ﺷﻲء ﺃﻱ ﺃﻓﻌﻝ ﺃﻥ ﺃﻭﺩ
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   ﺍﻟﻧﺎﺱ ﺑﻳﻥ ﺃﻛﻭﻥ ﻋﻧﺩﻣﺎ ﻗﻠﺑﻲ ﺧﻔﻘﺎﻥ ﻳﺯﻋﺟﻧﻲ
   ﻳﺷﺎﻫﺩﻭﻧﻧﻲ ﺭﺑﻣﺎ ﺍﻵﺧﺭﻳﻥ ﺑﺄﻥ ﺃﻋﺗﻘﺩ ﻋﻧﺩﻣﺎ ﻣﻌﻳﻧﺔ ﺑﺄﺷﻳﺎء ﺍﻟﻘﻳﺎﻡ ﻣﻥ ﺃﺧﺎﻑ
   ﺃﺣﻣﻘﺎَ  ﺃﺑﺩﻭ ﺃﻥ ﺃﻭ ﻣﺣﺭﺟﺎَ  ﺃﻛﻭﻥ ﺃﻥ ﻣﺧﺎﻭﻓﻲ ﺃﺳﻭﺃ ﻣﻥ
   ﺳﻠﻁﺔ ﻣﻭﻗﻊ ﻓﻲ ﺷﺧﺹ ﺃﻱ ﺇﻟﻰ ﺍﻟﺗﺣﺩﺙ ﺃﺗﺟﻧﺏ
   ﺍﻵﺧﺭﻳﻥ ﺃﻣﺎﻡ ﺍﻟﺭﺟﻔﺔ ﺃﻭ ﺍﻻﺭﺗﻌﺎﺵ ﻣﻥ ﺃﻗﻠﻕ
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 ﺍﻟﺤﻴﺎﺓ ﺟﻮﺩﺓ ﺍﺳﺘﺒﻴﺎﻥ
 
 ﺃﻛﺜﺮ ﺗﺮﻭﻧﻬﺎ ﺍﻟﺘﻲ ﺍﻹﺟﺎﺑﺔ ﺍﺧﺘﻴﺎﺭ ﻳﺮﺟﻰ ﺍﻹﺟﺎﺑﺔ. ﺧﻴﺎﺭﺍﺕ ﻣﻊ ﻋﻠﻴﻜﻢ، ﺍﻷﺳﺌﻠﺔ ﻫﺬﻩ ﺃﻗﺮﺃ ﺳﻮﻑ
 ﺇﻟﻰ ﺗﺒﺎﺩﺭ ﺇﺟﺎﺑﺔ ﺃﻭﻝ ﺃﻥ ﻓﺎﻋﻠﻤﻮﺍ ﻣﺎ، ﻟﺴﺆﺍﻝ ﺗﺨﺘﺎﺭﻭﻧﻬﺎ ﺇﺟﺎﺑﺔ ﺃﻱ ﻣﻦ ﺍﻟﺘﺄﻛﺪ ﻋﺪﻡ ﺣﺎﻟﺔ ﻭﻓﻲ .ﻣﻼﺋﻤﺔ
  ﺇﺟﺎﺑﺔ. ﺃﻓﻀﻞ ﻏﺎﻟﺒﺎ ﺗﻜﻮﻥ ﺫﻫﻨﻜﻢ
 
 ﻓﻲ ﺣﻴﺎﺗﻜﻢ ﻓﻲ ﺗﻔﻜﺮﻭﺍ ﺃﻥ ﻁﻠﺒﻨﺎ ﻭﺍﻫﺘﻤﺎﻣﺎﺗﻜﻢ. ﺳﺮﻭﺭﻛﻢ ﻭﻣﺼﺎﺩﺭ ﻭﺁﻣﺎﻟﻜﻢ  ﻣﺴﺘﻮﻳﺎﺗﻜﻢ ﻣﺮﺍﻋﺎﺓ ﻳﺮﺟﻰ
 ﺍﻟﻤﺎﺿﻴﺔ. ﺍﻷﺭﺑﻌﺔ ﺍﻷﺳﺎﺑﻴﻊ
 
 ﺿﻌﻴﻒ  
 ﻟﻠﻐﺎﻳﺔ
 ﺑﻴﻦ ﺿﻌﻴﻒ
 ﺍﻟﻀﻌﻴﻒ
  ﻭﺍﻟﺠﻴﺪ
 ﺟﺪﺍ ﺟﻴﺪ ﺟﻴﺪ
 ﻣﻘﻴﺎﺱ ﺗﻘﺪﺭ ﻛﻴﻒ  .1
  ﺣﻴﺎﺗﻚ؟ ﺟﻮﺩﺓ
 5 4 3 2 1
 
 
 ﻏﻴﺮ  
 ﺭﺍﺿﻲ
 ﻟﻠﻐﺎﻳﺔ
  ﻏﻴﺮ
 ﺭﺍﺽ
 ﺑﻴﻦ
 ﺭﺍﺿﻲ
 ﻭﻏﻴﺮ
 ﺭﺍﺿﻲ
 ﺭﺍﺿﻲ ﺭﺍﺽ
 ﻟﻠﻐﺎﻳﺔ
 ﻋﻦ ﺭﺿﺎﻙ ﻣﺪﻯ ﻣﺎ .2
  ﺻﺤﺘﻚ؟
 5 4 3 2 1
 
 ﺍﻟﻤﺎﺿﻴﺔ. ﺍﻷﺭﺑﻊ ﺍﻷﺳﺎﺑﻴﻊ ﻓﻲ ﺍﻷﻣﻮﺭ ﺑﺒﻌﺾ ﺷﻌﻮﺭﻙ ﻣﻘﺪﺍﺭ ﻋﻦ ﺍﻟﺘﺎﻟﻴﺔ ﺍﻷﺳﺌﻠﺔ ﺗﺴﺘﻔﻬﻢ
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 ﻋﻠﻰ ﻻ  
 ﺍﻹﻁﻼﻕ
 ﻣﻘﺪﺍﺭ ﻗﻠﻴﻼ
 ﺑﺴﻴﻂ
 ﻛﺜﻴﺮﺍ
 ﻟﻠﻐﺎﻳﺔ
 ﻛﺒﻴﺮﺍ ﻗﺪﺭﺍ
 ﻷﻗﺼﻰ
 ﺣﺪ
 ﺃﻥ ﺗﺸﻌﺮ ﻣﺪﻯ ﺃﻱ ﺇﻟﻰ  .3
 ﻣﻦ ﻳﻤﻨﻌﻚ ﺍﻟﺒﺪﻧﻲ ﺍﻷﻟﻢ
 ﺍﻟﺘﻲ ﺍﻷﻋﻤﺎﻝ ﻣﻤﺎﺭﺳﺔ
  ﺇﺟﺮﺍﺋﻬﺎ؟ ﺗﻮﺩ
 1 2 3 4 5
 ﺍﻟﺒﺪﻧﻲ ﺍﻟﻌﻼﺝ ﻣﻘﺪﺍﺭ ﻣﺎ  .4
 ﺇﻟﻴﻪ ﺑﺤﺎﺟﺘﻚ ﺗﺸﻌﺮ ﺍﻟﺬﻱ
 ﺣﻴﺎﺗﻚ ﻓﻲ ﻟﻴﻌﻤﻞ
  ﺍﻟﻴﻮﻣﻴﺔ؟
 1 2 3 4 5
 ﺗﺴﺘﻤﻊ ﻣﺪﻯ ﺃﻱ ﺇﻟﻰ  .5
  ﺑﺤﻴﺎﺗﻚ؟
 5 4 3 2 1
 ﺃﻥ ﺗﺸﻌﺮ ﻣﺪﻯ ﺃﻱ ﺇﻟﻰ  .6
  ﻫﺪﻑ؟ ﻟﺤﻴﺎﺗﻚ
 5 4 3 2 1
 
 ﻋﻠﻰ   
 ﺍﻹﻁﻼﻕ
 ﻗﺪﺭ ﻗﻠﻴﻼ
 ﻣﺘﻮﺳﻂ
 ﻛﺜﻴﺮ
 ﻟﻠﻐﺎﻳﺔ
 ﺇﻟﻰ
 ﺣﺪ ﺃﻗﺼﻰ
 ﻋﻠﻰ ﻗﺪﺭﺗﻚ ﻣﺪﻯ ﻣﺎ .7
 ﺟﻴﺪ؟ ﻧﺤﻮ ﻋﻠﻰ ﺍﻟﺘﺮﻛﻴﺰ
 5 4 3 2 1
 ﺷﻌﻮﺭﻙ ﻣﺪﻯ ﻣﺎ  .8
 ﺣﻴﺎﺗﻚ ﻓﻲ ﺑﺎﻟﺴﻼﻣﺔ
 ﺍﻟﻴﻮﻣﻴﺔ؟
 5 4 3 2 1
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 ﺍﻟﺒﻴﺌﺔ ﺻﺤﻴﺔ ﻣﺪﻯ ﻣﺎ .9
 ﺑﻚ؟ ﺍﻟﻤﺤﻴﻄﺔ ﺍﻟﻄﺒﻴﻌﻴﺔ
 5 4 3 2 1
 
 ﺍﻷﺳﺎﺑﻴﻊ ﻓﻲ ﺍﻷﺷﻴﺎء ﺑﻌﺾ ﻋﻤﻞ ﻋﻠﻰ ﺍﻟﺘﺎﻣﺔ ﻗﺪﺭﺗﻚ ﺃﻭ ﺷﻌﻮﺭﻙ ﻣﺪﻯ ﺍﻟﺘﺎﻟﻴﺔ ﺍﻷﺳﺌﻠﺔ ﺗﺴﺘﻔﻬﻢ
  ﺍﻟﻤﺎﺿﻴﺔ. ﺍﻷﺭﺑﻌﺔ
 
 ﻋﻠﻰ   
 ﺍﻹﻁﻼﻕ
 ﻗﺪﺭ ﻗﻠﻴﻼ
 ﻣﺘﻮﺳﻂ
 ﻓﻲ
 ﺍﻷﻏﻠﺐ
 ﺗﻤﺎﻣﺎ
 ﺍﻟﻜﺎﻓﻴﺔ ﺍﻟﻄﺎﻗﺔ ﻟﺪﻳﻚ ﻫﻞ .01
 ﺍﻟﻴﻮﻣﻴﺔ؟ ﻟﺤﻴﺎﺗﻚ
 5 4 3 2 1
 ﻗﺒﻮﻝ ﻋﻠﻰ ﻗﺎﺩﺭ ﺃﻧﺖ ﻫﻞ .11
 ﺍﻟﺠﺴﺪﻱ؟ ﻣﻈﻬﺮﻙ
 5 4 3 2 1
 ﺍﻟﻜﺎﻓﻲ ﺍﻟﻤﺎﻝ ﻟﺪﻳﻚ ﻫﻞ .21
 ﺑﺎﺣﺘﻴﺎﺟﺎﺗﻚ؟ ﻟﻠﻮﻓﺎء
 5 4 3 2 1
 ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﺗﻮﻓﺮ ﻣﺪﻯ ﻣﺎ .31
 ﻓﻲ ﺗﺤﺘﺎﺟﻬﺎ ﻭﺍﻟﺘﻲ ﺇﻟﻴﻚ
 ﺍﻟﻴﻮﻣﻴﺔ؟ ﺣﻴﺎﺗﻚ
 5 4 3 2 1
 ﻟﺪﻳﻚ ﻣﺪﻯ ﺃﻱ ﺇﻟﻰ .41
 ﻣﻤﺎﺭﺳﺔ ﺃﺟﻞ ﻣﻦ ﺍﻟﻔﺮﺻﺔ
  ﺗﺮﻓﻴﻬﻴﺔ؟ ﺃﻧﺸﻄﺔ
 5 4 3 2 1
 
 ﺿﻌﻴﻒ  
 ﻟﻠﻐﺎﻳﺔ
 ﺑﻴﻦ ﺿﻌﻴﻒ
 ﺍﻟﻀﻌﻴﻒ
  ﻭﺍﻟﺠﻴﺪ
 ﺟﺪﺍ ﺟﻴﺪ ﺟﻴﺪ
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 ﻋﻠﻰ ﻗﺪﺭﺗﻚ ﻣﺪﻯ ﻣﺎ  .51
 ﺇﻟﻰ ﻣﻜﺎﻥ ﻣﻦ ﺍﻟﺴﻔﺮ
 ﺁﺧﺮ؟
 5 4 3 2 1
 
 
 
 ﻏﻴﺮ  
 ﺭﺍﺿﻲ
 ﻟﻠﻐﺎﻳﺔ
  ﻏﻴﺮ
 ﺭﺍﺽ
 ﺑﻴﻦ
 ﺭﺍﺿﻲ
 ﻭﻏﻴﺮ
 ﺭﺍﺿﻲ
 ﺭﺍﺿﻲ ﺭﺍﺽ
 ﻟﻠﻐﺎﻳﺔ
 5 4 3 2 1 ﻧﻮﻣﻚ؟ ﻋﻦ ﺭﺿﺎﻙ ﻣﺪﻯ ﻣﺎ  .61
 ﻗﺪﺭﺗﻚ ﻋﻦ ﺭﺿﺎﻙ ﻣﺪﻯ ﻣﺎ  .71
 ﺃﻧﺸﻄﺔ ﻣﻤﺎﺭﺳﺔ ﻋﻠﻰ
 ﺍﻟﻴﻮﻣﻴﺔ؟ ﺣﻴﺎﺗﻚ
 5 4 3 2 1
 ﻗﺪﺭﺗﻚ ﻋﻦ ﺭﺿﺎﻙ ﻣﺪﻯ ﻣﺎ .81
 ﺍﻟﻌﻤﻞ؟ ﻋﻠﻰ
 5 4 3 2 1
 5 4 3 2 1 ﺫﺍﺗﻚ؟ ﻋﻦ ﺭﺿﺎﻙ ﻣﺪﻯ ﻣﺎ  .91
 ﻋﻦ ﺭﺿﺎﻙ ﻣﺪﻯ ﻣﺎ .02
 ﺍﻟﺸﺨﺼﻴﺔ؟ ﻋﻼﻗﺎﺗﻚ
 5 4 3 2 1
 ﺣﻴﺎﺗﻚ ﻋﻦ ﺭﺿﺎﻙ ﻣﺪﻯ ﻣﺎ .12
 ﺍﻟﺠﻨﺴﻴﺔ؟
 5 4 3 2 1
 ﺍﻟﺪﻋﻢ ﻋﻦ ﺭﺿﺎﻙ ﻣﺪﻯ ﻣﺎ .22
 ﻣﻦ ﻋﻠﻴﻪ ﺗﺤﺼﻞ ﺍﻟﺬﻱ
 ﺃﺻﺪﻗﺎﺋﻚ؟
 5 4 3 2 1
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 ﻋﻦ ﺭﺿﺎﻙ ﻣﺪﻯ ﻣﺎ  .32
 ﺑﻤﻜﺎﻥ ﺍﻟﻤﺤﻴﻄﺔ ﺍﻟﻈﺮﻭﻑ
 ﻣﻌﻴﺸﺘﻚ؟
 5 4 3 2 1
 ﻗﺎﺑﻠﻴﺔ ﻋﻦ ﺭﺿﺎﻙ ﻣﺪﻯ ﻣﺎ .42
 ﺍﻟﺨﺪﻣﺎﺕ ﺇﻟﻰ ﻭﺻﻮﻟﻚ
 ﺍﻟﺼﺤﻴﺔ؟
 5 4 3 2 1
 ﻭﺳﺎﺋﻞ ﻋﻦ ﺭﺿﺎﻙ ﻣﺪﻯ ﻣﺎ .52
 ﻟﺪﻳﻚ؟ ﺍﻻﻧﺘﻘﺎﻝ
 5 4 3 2 1
 
 ﺍﻷﺭﺑﻌﺔ ﺍﻷﺳﺎﺑﻴﻊ ﺧﻼﻝ ﻣﻌﻴﻨﺔ ﺑﺄﻣﻮﺭ ﻓﻴﻬﺎ ﺷﻌﺮﺕ ﺍﻟﺘﻲ ﺍﻟﻤﺮﺍﺕ ﻋﺪﺩ ﻛﻢ ﺇﻟﻰ ﺍﻟﺘﺎﻟﻲ ﺍﻟﺴﺆﺍﻝ ﻳﺸﻴﺮ
 ﺍﻟﻤﺎﺿﻴﺔ.
 
 ﺩﺍﺋﻤﺎ ﻏﺎﻟﺒﺎ ﺃﺣﻴﺎﻧﺎ ﻧﺎﺩﺭﺍ ﺃﺑﺪﺍ  
 ﺷﻌﻮﺭ ﺃﺻﺎﺑﻚ ﻣﺮﺓ ﻛﻢ .62
 ﺍﻟﻤﺰﺍﺝ ﻣﺜﻞ ﺳﻠﺒﻲ
 ﺍﻟﻘﻠﻖ ﺃﻭ ﺍﻟﻴﺄﺱ ﺃﻭ ﺍﻟﺴﻴﺊ
 ﺍﻻﻛﺘﺌﺎﺏ؟ ﺃﻭ
 5 4 3 2 1
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 ﻛﻠﻣﺔ، ﻟﻛﻝ ﺍﻟﻣﺟﺎﻭﺭ ﺍﻟﻣﺭﺑﻊ ﻓﻲ ﺗﻘﻳﻳﻡ ﻭﺿﻊ ﻁﺭﻳﻕ ﻋﻥ ﺑﺄﺳﻔﻝ ﺍﻟﺗﻲ ﺍﻟﻛﻠﻣﺎﺕ ﻣﻥ ﻛﻝ ﺑﻘﺭﺏ ﺗﺻﻔﻙ ﻛﻳﻑ ﻭﺿﺢ ﺭﺟﺎءﺍ ﺗﻭﺟﻳﻬﺎﺕ:
  ﺍﻟﺗﺎﻟﻲ: ﺍﻟﻣﻘﻳﺎﺱ ﺑﺎﺳﺗﺧﺩﺍﻡ
 ﻛﺛﻳﺭﺍ = 4                                  ﻣﻌﺗﺩﻟﺔ ﻛﻣﻳﺔ =2                                        ﺍﻹﻁﻼﻕ ﻋﻠﻰ ﻣﺎﻧﻊ ﺑﺩﻭﻥ =0
 ﺟﺩﺍ
      ﺭﻗﻳﻕ -44   ﻣﻧﺟﺯ .22   ﻫﺎﺩﻑ -34   ﻁﻳﺏ .12   ﻣﻧﻅﻡ -24   ﺑﺎﺭﻉ .02   ﻣﺗﻔﻭﻕ -14   .ﻣﺭﻳﺢ91   ﻣﺳﺗﻘﻝ -04   ﻣﻘﺩﺭ .81   ﻣﻔﻳﺩ .93   ﺃﻧﺎﻧﻲ ﻏﻳﺭ .71   ﺍﻟﻌﺯﻡ ﻋﺎﻗﺩ .83   ﻣﺳﺗﻘﻝ .61   ﺃﻧﻳﺱ .73   ﺣﻣﻳﻣﻲ .51   ﻭﺩﻭﺩ .63   ﻣﺣﺭﺯ .41   ﺍﻟﺫﺍﺕ ﻋﻠﻰ ﻣﻌﺗﻣﺩ .53   ﺑﺫﺍﺗﻪ ﻣﺗﺣﻛﻡ .31   ﻭﺩﻭﺩ .43   ﻣﻧﺗﺞ .21   ﺍﻟﺫﺍﺕ ﻣﻧﺿﺑﻁ .33   ﻗﻭﻱ .11   ﻣﺑﺩﻉ .23   ﺭﺣﻳﻡ .01   ﺣﻧﻭﻥ -13   ﻣﻛﺎﻓﺢ .9   ﻣﺅﻫﻝ – 03   .ﻣﺿﻳﺎﻑ8   ﻋﻁﻭﻑ -92   ﺭﺍﺋﺩ .7   ﻣﻧﺗﻣﻲ .82   ﺭﻓﻳﻕ .6   ﻣﺭﻳﺢ ﻏﻳﺭ .72   ﺫﻛﻲ .5   ﻣﺳﺎﻋﺩ -62   ﻣﺻﻳﺭﻩ .ﻣﻘﺭﺭ4   ﺭﻗﻳﻕ -52   .ﻣﺗﻔﺎﻫﻡ3   ﺩﺍﻋﻡ .42   ﻛﺭﻳﻡ .2   ﻓﺭﺩﻱ -32   ﻁﻣﻭﺡ .1
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Appendix 4: Inventories 
1. Social phobia inventory (SPIN) 
Social phobia inventory, Avoidance 
 
Not at all A little bit somewhat Very much extremely Total 
N N% N N% N N% N N% N N% N M SD 
Parties and social event scare me 190 33.7 189 33.5 112 19.9 58 10.3 15 2.7 564 1.15 1.08 
I avoid talking to people I don’t know 97 17.2 197 34.9 129 22.9 67 11.9 74 13.1 564 1.69 1.25 
I avoid going to parties 273 48.4 146 25.9 79 14.0 37 6.6 29 5.1 564 .94 1.16 
I avoid activities in which I am the centre of attention 199 35.3 158 28.0 90 16.0 60 10.6 56 9.9 564 1.32 1.32 
Heart palpitations bother me when I am around people 193 34.2 144 25.5 75 13.3 85 15.1 66 11.7 564 1.45 1.40 
 
Social phobia inventory, Fear 
 
Not at all A little bit somewhat Very much extremely Total 
N N% N N% N N% N N% N N% N M SD 
I am bothered by blushing in front of people 113 20.0 132 23.4 138 24.5 109 19.3 72 12.8 564 1.81 1.30 
Being criticized scares me a lot 79 14.0 142 25.2 161 28.5 101 17.9 81 14.4 564 1.93 1.25 
I avoid doing things or speaking to people for fear of embarrassment 174 30.9 184 32.6 115 20.4 58 10.3 33 5.9 564 1.28 1.17 
Sweating in front of people causes me distress 216 38.3 136 24.1 92 16.3 68 12.1 48 8.5 564 1.30 1.34 
Talking to strangers scares me 217 38.5 166 29.4 89 15.8 46 8.2 41 7.3 564 1.19 1.27 
I would do anything to avoid being criticized 106 18.8 142 25.2 113 20.0 85 15.1 117 20.7 564 1.94 1.41 
I am afraid of doing things when people might be watching 141 25.0 152 27.0 107 19.0 106 18.8 58 10.3 563 1.62 1.31 
Being embarrassed or looking stupid are among my worst fears 106 18.8 103 18.3 124 22.0 122 21.7 103 18.3 564 2.05 1.40 
Trembling or shaking in front of others is distressing to me 186 33.0 125 22.2 99 17.6 92 16.3 62 11.0 564 1.50 1.37 
 
Social phobia inventory, Authority Problems Not at all A little bit somewhat Very much extremely Total 
N N% N N% N N% N N% N N% N M SD 
I am afraid of people in authority 180 31.9 196 34.8 121 21.5 45 8.0 22 3.9 564 1.17 1.08 
I avoid having to give speeches. 138 24.5 137 24.3 98 17.4 79 14.0 112 19.9 564 1.80 1.45 
I avoid speaking to anyone in authority 207 36.7 155 27.5 111 19.7 58 10.3 33 5.9 564 1.21 1.20 
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2. Social interaction anxiety (SIAS) 
In relation to the SIAS scale, the analysis showed that the mean total score was 26.36 (SD = 10.33). To examine the items that had 
the highest and lowest scores (see Table 6.3), the analysis showed that the highest three items were item 11 (M = 2.10, SD = 1.36: I find it 
easy to think of things to talk about), item 5 (M = 1.83, SD = 1.39: I find it easy to make friends my own age) and item 12 (M = 1.82, SD = 
1.33: I Worry about expressing myself in case I appear awkward).  
Social interaction anxiety Not at all slightly Moderately very extremely Total 
N N% N N% N N% N N% N N% N M SD 
Speak with someone in authority  140 24.8 269 47.7 117 20.7 28 5.0 10 1.8 564 1.11 .896 
Difficulty making eye contact with others. 301 53.5 167 29.7 69 12.3 12 2.1 14 2.5 563 .71 .93 
Tense if I have to talk about myself or my feelings. 149 26.5 188 33.5 121 21.5 57 10.1 47 8.4 562 1.40 1.21 
Difficult to mix comfortably with the people I work with. 265 47.2 172 30.6 66 11.7 28 5.0 31 5.5 562 .91 1.13 
I find it easy to make friends my own age. 129 22.9 125 22.2 119 21.1 96 17.0 95 16.8 564 1.83 1.39 
Tense up if I meet an acquaintance in the street. 273 48.6 141 25.1 90 16.0 35 6.2 23 4.1 562 .92 1.12 
When mixing socially, I am uncomfortable. 247 43.8 186 33.0 76 13.5 26 4.6 28 5.0 563 .94 1.09 
Tense if I am alone with just one other person. 280 49.7 158 28.1 78 13.9 24 4.3 23 4.1 563 .85 1.07 
I am at ease meeting people at parties, etc. 147 26.1 115 20.4 105 18.6 115 20.4 82 14.5 564 1.77 1.40 
I have difficulty talking with other people. 299 53.1 136 24.2 74 13.1 32 5.7 22 3.9 563 .83 1.10 
I find it easy to think of things to talk about. 105 18.7 84 15.0 121 21.6 153 27.3 98 17.5 561 2.10 1.36 
I worry about expressing myself in case I appear awkward. 100 17.9 162 28.9 127 22.7 80 14.3 91 16.3 560 1.82 1.33 
Difficult to disagree with another’s point of view. 181 32.3 199 35.5 116 20.7 30 5.3 34 6.1 561 1.18 1.13 
Talking to attractive persons of the opposite sex. 148 26.5 138 24.7 103 18.5 62 11.1 106 19.0 558 1.73 1.48 
I won’t know what to say in social situations. 106 19.0 161 28.9 138 24.7 100 17.9 53 9.5 558 1.70 1.23 
Nervous mixing with people I don’t know well. 94 16.7 196 34.8 129 22.9 80 14.2 65 11.5 564 1.69 1.23 
I’ll say something embarrassing when talking. 207 36.8 189 33.6 95 16.9 39 6.9 33 5.9 563 1.12 1.15 
I find myself worrying I will be ignored. 159 28.2 174 30.9 103 18.3 68 12.1 60 10.6 564 1.46 1.30 
I am tense mixing in a group. 191 33.9 193 34.3 104 18.5 50 8.9 25 4.4 563 1.16 1.12 
Greeting someone I know only slightly. 213 37.8 153 27.1 105 18.6 40 7.1 53 9.4 564 1.23 1.28 
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3. Beck anxiety inventory (BAI) 
In terms of the BAI scale, the analysis showed that the mean total score was 
18.75 (SD = 10.58). The results in Table 6.4 indicate that about 28.0% of the 
respondents indicate that item 5 (Fear of worst happening) from the BAI scale (M = 
1.57, SD = 1.13) is the highest severely anxious recorded item. There appears to be 
variance among people regarding anxiety symptoms. The (nervous, face flushed and 
fear of dying) items recorded high means (M = 1.43, SD = 1.05), (M = 1.28, SD = 1.11) 
and (M = 1.24, SD = 1.20), respectively, in contrast with other anxiety symptom items. 
Beck anxiety inventory 
Subjective 
Not at all Mildly moderately severely Total 
N N% N N% N N% N N% N M SD 
Unable to relax 244 43.3 168 29.8 101 17.9 50 8.9 563 .92 .98 
Fear of worst happening 137 24.3 126 22.3 143 25.4 158 28.0 564 1.57 1.13 
Terrified or afraid 323 57.3 141 25.0 63 11.2 37 6.6 564 .67 .91 
Nervous 136 24.2 157 27.9 163 29.0 107 19.0 563 1.43 1.05 
Fear of losing control 248 44.0 159 28.2 92 16.3 65 11.5 564 .95 1.03 
Fear of dying 226 40.2 102 18.1 105 18.7 129 23.0 562 1.24 1.20 
Scared 301 53.6 153 27.2 69 12.3 39 6.9 562 .73 .92 
 
Beck anxiety inventory, 
Neurophysiologic 
Not at all Mildly moderately severely Total 
N N% N N% N N% N N% N M SD 
Numbness or tingling 278 49.4 183 32.5 80 14.2 22 3.9 563 .73 .84 
Wobbliness in legs 332 58.9 130 23.0 65 11.5 37 6.6 564 .66 .92 
Dizzy or lightheaded 273 48.4 163 28.9 88 15.6 40 7.1 564 .81 .94 
Unsteady 332 58.9 124 22.0 66 11.7 42 7.4 564 .68 .94 
Hands trembling 355 62.9 118 20.9 57 10.1 34 6.0 564 .59 .89 
Shaky / unsteady 414 73.8 78 13.9 49 8.7 20 3.6 564 .42 .79 
Faint / lightheaded 440 78.3 70 12.5 27 4.8 25 4.4 562 .35 .77 
 
Beck anxiety inventory, Autonomic Not at all Mildly moderately severely Total 
N N% N N% N N% N N% N M SD 
Feeling hot 264 46.8 186 33.0 81 14.4 33 5.9 564 .79 .89 
Indigestion 318 56.4 133 23.6 68 12.1 45 8.0 564 .72 .96 
Face flushed 184 32.6 145 25.7 126 22.3 109 19.3 564 1.28 1.11 
Hot/cold sweats 306 54.3 132 23.4 62 11.0 64 11.3 564 .79 1.03 
 
Beck anxiety inventory, Panic-
related 
Not at all Mildly moderately severely Total 
N N% N N% N N% N N% N M SD 
Heart pounding/racing 311 55.2 131 23.3 70 12.4 51 9.1 563 .75 .99 
Feeling of choking 347 61.5 125 22.2 56 9.9 36 6.4 564 .61 .90 
Difficulty in breathing 347 61.5 126 22.5 60 10.7 27 4.8 560 .58 .86 
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4. Fear of negative evaluation (BFNE) 
In relation to the BFNE scale, the analysis showed that the mean total score was 28.55 (SD = 8.79). As can be seen from Table 6.5, 
the indicators of ‘extremely’ ‘worried to say or do the wrong things’ (M = 2.64 SD = 1.32) and ‘afraid of other people noticing person’s 
shortcomings’ (M = 2.57 SD = 1.24) and ‘judging by others’ (M = 2.40, SD = 1.22) were all strongly associated with the domain of fear of 
negative evaluation. 
Brief fear of negative evaluation  Not at all slightly moderately very extremely Total 
N N% N N% N N% N N% N N% N M SD 
I worry about what other people will think of me even when I know it doesn’t 
make any difference 
192 34.3 205 36.3 101 18.1 22 3.9 36 6.4 559 2.09 1.13 
I am unconcerned even if I know people are forming an unfavourable impression 
of me. 
173 30.9 197 35.2 106 18.9 37 6.6 42 7.5 560 2.22 1.19 
I am frequently afraid of other people noticing my shortcomings. 119 21.3 191 34.2 121 21.6 69 12.3 59 10.6 559 2.57 1.24 
I rarely worry about what kind of impression I am making on someone. 142 25.4 188 33.6 117 20.9 67 12.0 40 7.2 559 2.39 1.21 
I am afraid others will not approve of me. 230 41.1 165 29.5 84 15.0 43 7.7 34 6.1 560 2.06 1.20 
I am afraid that people will find fault with me. 228 40.7 177 31.6 76 13.6 35 6.3 40 7.1 560 2.05 1.21 
Other people’s opinions of me do not bother me. 159 28.4 211 37.7 97 17.3 46 8.2 42 7.5 560 2.26 1.19 
When I am talking to someone, I worry about what they may be thinking about 
me. 
179 32.0 219 39.1 87 15.5 46 8.2 25 4.5 560 2.12 1.10 
I am usually worried about what kind of impression I make. 172 30.7 195 34.8 96 17.1 44 7.9 49 8.8 560 2.27 1.24 
If I know someone is judging me, it has little effect on me. 146 26.1 182 32.5 117 20.9 68 12.1 42 7.5 560 2.40 1.22 
Sometimes I think I am too concerned with what other people think of me. 182 32.5 206 36.8 90 16.1 45 8.0 36 6.4 560 2.19 1.16 
I often worry that I will say or do the wrong things. 117 20.9 179 32.0 111 19.8 74 13.2 75 13.4 560 2.64 1.32 
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5. Social interaction (SI) 
In relation to the SI scale, the analysis showed that the mean total score was 21.21 (SD = 6.10). Results from the social interaction 
scale showed that more than half of the respondents (N = 311) experienced item 4 (I believe that I am an active member in my family) 
showing the highest mean (M = 3.20, SD = 1.07) of all items. See Table 6.6 for more details. 
Social interaction  Not at all A little bit somewhat Very much extremely Total 
N N% N N% N N% N N% N N% N M SD 
I can communicate well with others 18 3.2 53 9.5 143 25.5 187 33.4 159 28.4 560 2.07 1.06 
I play an active role in society 49 8.8 129 23.0 193 34.5 129 23.0 60 10.7 560 2.04 1.11 
Others come to me for help 26 4.6 86 15.4 224 40.0 135 24.1 89 15.9 560 2.31 1.05 
I believe that I am an active member in my family 12 2.1 44 7.9 73 13.0 120 21.4 311 55.5 560 3.20 1.07 
I get involved in social work activities 69 12.3 137 24.5 175 31.3 108 19.3 71 12.7 560 1.96 1.19 
I play a role in charity activities  76 13.6 139 24.9 170 30.4 101 18.1 73 13.1 559 1.92 1.22 
I take part in social events 66 11.8 130 23.2 148 26.4 124 22.1 92 16.4 560 2.08 1.25 
I prefer to work in a group rather than individually 73 13.0 81 14.5 109 19.5 94 16.8 203 36.3 560 2.49 1.43 
People find me to be easily approachable 53 9.5 46 8.2 130 23.3 178 31.9 151 27.1 558 2.59 1.23 
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6. Social anxiety scale for adolescents (SAS-A) 
In relation to the SAS-A scale, the analysis showed that the mean total score was 44.36 (SD = 11.90). Regarding adolescents’ 
reports of their social anxiety symptoms measured by SAS-A, total SAS-A > 50 was used as the cut-off score to detect social phobia. This 
cut-off point has been recommended by La Greca (1998) as a useful marker for clinically significant social anxiety among adolescents. The 
analysis for the levels of social anxiety symptoms showed that 27.0% (N = 152) of the students are considered to be suffering from social 
anxiety. 
In relation to subscales of the SAS-A, the analysis showed that the mean scores were: SAD-New (M = 15.74, SD = 4.21), Fear of 
negative evaluation (M = 17.07, SD = 6.48) and SAD-General (M = 9.30, SD = 3.15). Using item analysis to examine the items that had the 
highest and lowest scores (see Table 6.7), the analysis showed that the mean items on the SAS-A subscale ranged from 3.38 (SD = 1.31) 
(item 10: I get nervous when I talk to peers I don’t know very well) to 1.66 (SD = 1.07) (item 21: I feel shy even with peers I know very 
well). The highest three items in addition to item 10 were item 15 (M = 3.20, SD = 1.31: I am quiet when I’m with a group of people); item 
5 (M =2.80, SD =1.39: I only talk to people I know really well); and item 4 (M = 2.60, SD = 1.19: I feel shy around people I don’t know). 
The highest mean item scores (item 10) belongs to SAD-New subscale, while the lowest mean item scores varied among the three 
subscales. The results support the mean scores of the subscales mentioned in Table 6.7 – that SAD-New was the highest reported subscale 
among the three subscales. In conclusion, participants suffer social anxiety in new situations more than general situations and they fear 
negative evaluation. About 27% of the respondents showed positive symptoms of social phobia (score of > 50).  
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Social anxiety, SAD-New Not at all Hardly ever sometimes Most of 
the time 
All the 
time 
Total 
N N% N N% N N% N N% N N% N M SD 
I worry about doing something new in front of others 195 34.6 110 19.5 208 36.9 34 6.0 16 2.8 563 2.23 1.07 
I feel shy around people I don’t know 128 22.7 128 22.7 191 33.9 71 12.6 45 8.0 563 2.60 1.19 
I only talk to people I know really well 148 26.3 87 15.5 143 25.4 99 17.6 86 15.3 563 2.80 1.39 
I get nervous when I talk to peers I don’t know very well 63 11.2 74 13.1 170 30.2 97 17.2 159 28.2 563 3.38 1.31 
I get nervous when I meet new people 161 28.7 130 23.2 189 33.7 50 8.9 31 5.5 561 2.39 1.15 
I feel nervous when I’m around certain people 168 29.9 128 22.8 187 33.3 48 8.6 30 5.3 561 2.37 1.15 
 
Social anxiety, Fear of negative evaluation  Not at all Hardly ever sometimes Most of 
the time 
All the 
time 
Total 
N N% N N% N N% N N% N N% N M SD 
I worry about being teased 216 38.4 110 19.6 159 28.3 46 8.2 31 5.5 652 2.23 1.20 
I feel that peers talk about me behind my back 222 39.4 100 17.8 164 29.1 45 8.0 32 5.7 563 2.23 1.21 
I worry about what others think of me 177 31.4 129 22.9 168 29.8 53 9.4 36 6.4 563 2.36 1.19 
I’m afraid that others will not like me 236 42.2 110 19.7 133 23.8 42 7.5 38 6.8 559 2.17 1.24 
I worry about what others say about me 205 36.5 102 18.1 183 32.6 48 8.5 24 4.3 562 2.26 1.16 
I worry that others don’t like me 262 46.8 114 20.4 127 22.7 37 6.6 20 3.6 560 2.00 1.13 
I feel that others make fun of me 293 52.2 100 17.8 117 20.9 33 5.9 18 3.2 561 1.90 1.11 
If I get into an argument, I worry that the other person will not like 
me 
254 45.1 136 24.2 121 21.5 31 5.5 21 3.7 563 1.99 1.10 
 
Social anxiety, SAD-General Not at all Hardly ever sometimes Most of 
the time 
All the 
time 
Total 
N N% N N% N N% N N% N N% N M SD 
I am quiet when I’m with a group of people 84 14.9 71 12.6 174 31.0 117 20.8 116 20.6 562 3.20 1.31 
I’m afraid to invite others to do things with me because they might 
say no 
216 38.4 120 21.4 154 27.4 44 7.8 28 5.0 562 2.20 1.17 
I feel shy even with peers I know very well 366 65.0 83 14.7 70 12.4 25 4.4 19 3.4 563 1.66 1.07 
It is hard for me to ask others to do things with me 191 33.9 122 21.7 184 32.7 37 6.6 29 5.2 563 2.27 1.14   
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7. Individualism vs. relatedness   
Regarding adolescents’ report of their individualism vs. relatedness as measured by the SRAQ, the analysis showed that the mean 
scores were: Positive individualism (M = 55.93, SD = 15.34), Positive relatedness (M = 60.53, SD = 13.97). Using item analysis to examine 
the items that had the highest and lowest scores (see table 6.8), the analysis showed that the mean items on Positive individualism subscale 
ranged from 2.95 (SD = 1.18) (item 1: Aspiring) to 1.66 (SD = 1.07) (item 27: Non-Conforming). Results showed that more than half of the 
participants (n = 287) (51%) recorded ‘very much’ on item 1: Aspiring). The highest three items in addition to item 1 were item 41 (M = 
2.78, SD = 1.13: Excelling), item 13 (M = 2.77, SD = 1.20: Self-controlled) and item 35 (M = 2.77, SD = 1.21: Self-Reliant).  
The highest mean item score belong to Positive relatedness item 21 (M = 3.44, SD = .97: Kind), while the lowest mean item score 
was item 28 (M = 2.44, SD = 1.37: Loyal). The highest three items in addition to item 21 were item 2 (M = 3.21, SD = 1.06: Gracious), 
item 26 (M = 3.09, SD = 1.13: Aiding) and item 31 (M = 3.09, SD = 1.16: Affectionate). The results (Table 6.8) support that participants 
scored higher on the Positive relatedness subscale Positive individualism.   
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Individualism vs. relatedness  
Positive individualism Not at all A little moderate very Very much Total 
N N% N N% N N% N N% N N% N M SD 
Aspiring 23 4.1 21 3.7 206 36.6 26 4.6 287 51.0 563 2.95 1.18 
Self-determined 108 19.1 43 7.6 226 40.1 33 5.9 154 27.3 564 2.15 1.40 
Intelligent 17 3.0 12 2.1 281 49.9 77 13.7 176 31.3 563 2.68 1.03 
Leading 76 13.5 47 8.4 255 45.4 38 6.8 146 26.0 562 2.23 1.29 
Striving 36 6.4 23 4.1 228 40.5 56 9.9 220 39.1 563 2.71 1.20 
Powerful 26 4.6 16 2.8 248 44.0 69 12.3 204 36.2 563 2.73 1.12 
Productive 108 19.3 43 7.7 235 41.9 39 7.0 136 24.2 561 2.09 1.37 
Self-controlled 37 6.6 16 2.8 215 38.1 67 11.9 229 40.6 564 2.77 1.20 
Attaining 77 13.9 45 8.1 263 47.6 45 8.1 123 22.2 553 2.17 1.25 
Autonomous 106 18.9 42 7.5 217 38.7 40 7.1 156 27.8 561 2.17 1.41 
Masterful 26 4.6 23 4.1 237 42.2 66 11.7 210 37.4 562 2.73 1.14 
Achieving 41 7.3 23 4.1 244 43.3 65 11.5 191 33.9 564 2.61 1.19 
Individualistic 191 33.9 31 5.5 210 37.2 33 5.9 99 17.6 564 2.68 1.43 
Non-Conforming 335 59.4 55 9.8 113 20.0 10 1.8 51 9.0 564 .91 1.29 
Competent 65 11.5 18 3.2 240 42.6 65 11.5 175 31.1 563 2.47 1.27 
Ingenious 29 5.1 35 6.2 225 39.9 60 10.6 215 38.1 564 2.70 1.18 
Self-Disciplined 34 6.0 30 5.3 238 42.2 53 9.4 209 37.1 564 2.66 1.19 
Self-Reliant 34 6.0 28 5.0 206 36.6 62 11.0 233 41.4 563 2.77 1.21 
Determined 56 10.0 30 5.4 238 42.7 58 10.4 176 31.5 558 2.48 1.26 
Independent 90 16.0 43 7.6 228 40.5 42 7.5 160 28.4 563 2.25 1.36 
Excelling 27 4.8 17 3.0 226 40.1 77 13.7 217 38.5 564 2.78 1.13 
Orderly 63 11.2 26 4.6 211 37.4 63 11.2 201 35.6 564 2.55 1.31 
Purposeful 42 7.5 24 4.3 202 35.9 47 8.3 248 44.0 563 2.77 1.26 
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Positive relatedness Not at all A little moderate very Very much Total 
N N% N N% N N% N N% N N% N M SD 
Generous 8 1.4 13 2.3 202 35.8 54 9.6 287 50.9 564 3.06 1.04 
Understanding 23 4.1 15 2.7 201 35.6 64 11.3 261 46.3 2.93 2.93 1.13 
Attached 20 3.6 13 2.3 193 34.3 48 8.5 289 51.3 563 3.02 1.12 
Hospitable 37 6.6 35 6.2 223 39.5 49 8.7 219 38.9 563 2.67 1.23 
Gracious 10 1.8 15 2.7 163 28.9 31 5.5 344 61.1 563 3.21 1.06 
Intimate 59 10.5 32 5.7 211 37.6 53 9.4 206 36.7 561 2.56 1.13 
Unselfish 89 15.8 22 3.9 166 29.4 61 10.8 226 40.1 564 2.55 1.44 
Appreciative 34 6.1 24 4.3 160 28.4 51 9.1 290 51.9 559 2.96 1.23 
Comforting 17 3.0 8 1.4 196 34.8 69 12.3 273 48.5 563 3.02 1.07 
Kind 12 2.1 8 1.4 101 17.9 42 7.4 401 71.1 564 3.44 .97 
Supporting 44 7.8 23 4.1 222 39.4 51 9.0 224 39.7 564 2.69 1.25 
Warm 64 11.3 21 3.7 205 36.3 66 11.7 208 36.9 564 2.59 1.31 
Aiding 24 4.3 12 2.1 159 28.2 63 11.2 306 54.3 564 3.09 1.13 
Loyal 77 13.7 33 5.9 210 37.3 49 8.7 194 34.4 563 2.44 1.37 
Sympathetic 18 3.2 20 3.6 169 30.0 48 8.5 308 54.7 563 3.08 1.12 
Affectionate 25 4.4 16 2.8 162 28.7 41 7.3 320 56.7 564 3.09 1.16 
Friendly 25 4.4 18 3.2 201 35.6 59 10.5 261 46.3 564 2.91 1.15 
Chummy 28 5.0 26 4.6 208 36.9 46 8.2 255 45.2 563 2.84 1.19 
Companionable 29 5.2 20 3.6 204 36.2 63 11.2 247 43.8 563 2.85 1.17 
Helpful 20 3.6 13 2.3 216 38.4 76 13.5 238 42.3 563 2.89 1.09 
Tender 66 11.7 26 4.6 178 31.6 50 8.9 244 43.3 564 2.67 1.37 
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8. Quality of life (WHOQOL) 
In relation to the WHOQOL scale, the analysis showed that the mean total score was 90.81 (SD = 13.84). Regarding adolescents’ 
report of their quality of life as measured by WHOQOL-BREF, the analysis showed that the mean scores were: Physical health (M = 22.73, 
SD = 3.83), Psychological health (M = 21.17, SD = 3.96), Environmental health (M = 28.35, SD = 5.82) and Social relationships (M= 10.84, 
SD = 2.58). Using item analysis to examine the items that had the highest and lowest scores on the WHOQOL scale (see Table 6.9), the 
results showed that the mean items on the physical health subscale ranged from 3.70 (SD = 1.22) (item 15: How well are you able to get 
around?) to 2.52 (SD = 1.18) (item 3: To what extent do you feel that physical pain prevents you from doing what you need to do?). The 
highest three items in addition to item 15 were item 10 (M = 3.63, SD = 1.10: Do you have enough energy for everyday life?); item 17 (M = 
3.55, SD = .96: How satisfied are you with your ability to perform your daily living activities?); and item 18 (M = 3.53, SD = .93: How 
satisfied are you with your capacity for work?).  
In terms of the Psychological health subscale (see Table 6.9), the descriptive data showed that the mean items on physical health 
subscale ranged from 3.86 (SD = .96) item 19: How satisfied are you with yourself? to 2.80 (SD = .94) item 26: How often do you have 
negative feelings such as blue mood, despair, anxiety, depression?. However, XXX of 239 participants, 42% (???) reported that they were 
‘neither satisfied nor dissatisfied’. The highest three items in addition to item 19 were item 5 (M = 3.85, SD = 1.03: How much do you 
enjoy life?); item 6 (M = 3.75, SD = 1.13: To what extent do you feel your life to be meaningful?); and item 11 (M = 3.71, SD = 1.30: Are 
you able to accept your bodily appearance?). 
With regard to the Environmental health subscale (see table 6.9), it was found that the mean items ranged from 3.80 (SD = 1.22) 
(item 25: How satisfied are you with your transport?) to 3.23 (SD = 1.14) (item 9: How healthy is your physical environment?). The 
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highest three items in addition to item 25 were item 23 (M = 3.76, SD = 1.07: How satisfied are you with the conditions of your living 
place?); item 12 (M = 3.73, SD = 1.19: Have you enough money to meet your needs?); and item 24 (M = 3.68, SD = 1.07: How satisfied are 
you with your access to health services?). 
Finally, examining the items that had the highest and lowest scores on the Social relationships subscale (see Table 6.9), the 
descriptive data showed that the mean items ranged from 3.89 (SD = 1.04) (item 20: How satisfied are you with your personal 
relationships?) to 3.77 (SD = 1.14) (item 21: How satisfied are you with your sex life?). In addition, item 22 was recorded as the second 
highest item mean (M = 3.79, SD = .99: How satisfied are you with the support you get from your friends?). It should be noted that item 21 
(How satisfied are you with your sex life?) was most avoided by participants. 
WHOQOL-BREF, Physical health Very poor poor Neither 
poor nor 
good 
good Very good Total 
N N% N N% N N% N N% N N% N M SD 
To what extent do you feel that physical pain prevents you from doing what you 
need to do?  
141 25.0 144 25.6 157 27.9 89 15.8 32 5.7 563 2.52 1.18 
How much do you need any medical treatment to function in your daily life?  127 22.6 153 27.2 163 29.0 84 14.9 36 6.4 563 2.55 1.17 
Do you have enough energy for everyday life?  21 3.7 78 13.9 124 22.1 205 36.5 134 23.8 562 3.63 1.10 
How well are you able to get around?  44 7.8 49 8.7 117 20.9 173 30.8 178 31.7 561 3.70 1.22 
How satisfied are you with your sleep?  55 9.8 65 11.5 176 31.5 157 27.8 111 19.7 564 3.36 1.20 
How satisfied are you with your ability to perform your daily living activities?  16 2.9 45 8.0 211 37.7 191 34.1 97 17.3 560 3.55 .96 
How satisfied are you with your capacity for work?  19 3.4 46 8.2 187 33.5 233 41.8 73 13.1 558 3.53 .93 
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WHOQOL-BREF, Psychological health Very 
dissatisfie
d 
dissatisfie
d 
Neither 
satisfied 
nor 
dissatisfie
d 
satisfied Very 
satisfied 
Total 
N N% N N% N N% N N% N N% N M SD 
How much do you enjoy life?  19 3.4 45 8.0 100 17.7 236 41.8 164 29.1 564 3.85 1.03 
To what extent do you feel your life to be meaningful?  24 4.3 61 10.8 122 21.6 182 32.3 175 31.0 564 3.75 1.13 
How well are you able to concentrate?  17 3.0 78 13.9 254 45.1 153 27.2 61 10.8 563 3.29 .93 
Are you able to accept your bodily appearance?  46 8.3 70 12.6 91 16.3 142 25.5 208 37.3 557 3.71 1.30 
How satisfied are you with yourself?  15 2.7 19 3.4 159 28.3 207 36.9 161 28.7 561 3.86 .96 
How often do you have negative feelings such as blue mood, despair, anxiety, 
depression?  
50 8.9 152 27.0 239 42.5 104 18.5 17 3.0 562 2.80 .94 
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WHOQOL-BREF, Environmental health Not at all little moderatel
y 
mostly completel
y 
Total 
N N% N N% N N% N N% N N% N M SD 
How safe do you feel in your daily life?  26 4.6 62 11.1 166 29.6 186 33.2 121 21.6 561 3.56 1.08 
How healthy is your physical environment?  38 6.8 118 21.0 171 30.4 149 26.5 86 15.3 562 3.23 1.14 
Have you enough money to meet your needs?  29 5.2 66 11.7 126 22.4 150 26.7 191 34.0 562 3.73 1.19 
How available to you is the information that you need in your day-to-day life?  9 1.6 92 16.4 232 41.4 167 29.8 61 10.9 561 3.32 .92 
To what extent do you have the opportunity for leisure activities?  30 5.3 94 16.7 157 27.9 179 31.9 102 18.1 562 3.41 1.12 
How satisfied are you with the conditions of your living place?  23 4.1 42 7.5 145 25.9 187 33.4 163 29.1 650 3.76 1.07 
How satisfied are you with your access to health services?  21 3.7 56 10.0 147 26.2 196 34.9 141 25.1 561 3.68 1.07 
How satisfied are you with your transport?  35 6.2 55 9.8 112 19.9 145 25.8 216 38.4 563 3.80 1.22 
 
WHOQOL-BREF, Social relationships Ver
y 
diss
atis
fied 
dissatisfie
d 
Neither 
satisfied 
nor 
dissatisfie
d 
satisfied Very 
satisfied 
Total 
N N% N N% N N% N N% N N% N M SD 
How satisfied are you with your personal relationships?  20 3.6 28 5.0 117 21.1 215 38.7 175 31.5 555 3.89 1.04 
How satisfied are you with your sex life?  45 9.3 21 4.3 94 19.3 169 34.8 157 32.3 486 3.77 1.21 
How satisfied are you with the support you get from your friends?  12 2.1 41 7.3 153 27.2 204 36.6 152 27.0 562 3.79 .99  
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Appendix 5: Initial Confirmatory Factor Analysis 
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Appendix 6: Models 
A. Model through Male 
 
B. Model through Female 
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C. Model of Community sample  
 
D. Model of Clinical sample 
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